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Patient Consent for Swift Microwave Therapy 

What is Swift? 

Swift is a cutting edge, FDA Cleared technology that has proven to be highly effective in 
the removal of plantar warts. It delivers low dose microwave energy through a specialized 
probe that targets and effectively treats the underlying HPV virus by stimulating a natural 
immune response in the body. We like to say that we’re addressing the root cause; not the 
symptom. 

What to Expect 

Swift protocol involves between 3 and 4 treatments, spaced 4 weeks apart; aligning with 
the body’s natural immune cycle. Each treatment lasts only 5-10 minutes and is what we 
call a “sock off - sock on” treatment: Limited debridement, no breaking of the skin, no 
bandages. No home treatment is required between treatments and patients are able to 
resume daily activities immediately post treatment. 

How effective is Swift? 

Due to Swift harnessing the power of the patient’s immune system to target the root cause 
of the wart (HPV), efficacy is significantly higher compared to other treatment methods.  

Does it hurt? 

While pain is variable and patient/lesion specific, most patients typically feel some level of 
discomfort as infected tissue temperatures are rapidly elevated over a 2 second dose of 
energy. The pain immediately subsides following cessation of energy delivery and there is 
very limited post procedural pain, in fact some report an immediate reduction in pain 
levels. All patients may continue with day-to-day activities immediately following 
treatment. 

 

 

 



 

 

Possible side effects or complications of treatment include hematoma (blood blister), 
wound, skin discoloration, scarring, pain, failure to resolve the wart/s, thinning of the skin. 

 

The cost is $295.00 per treatment. Payment is due at the time of service. 

The treatment is not billable to insurance. 

 

 

 

By signing below, I have read the above information and understand that I am 

consenting to Swift Microwave Therapy and I am responsible for payment of all costs 

for the treatment.  

 

Patient/Guardian Signature:  _______________________________________ 

 

Printed Name:_______________________________   Date:___/_____/______ 


