ENT AND FACIAL PLASTIC SURGERY

Ednan Mushtaq, MD, FACS


Acknowledgement of Informed Consent

Eyelid Surgery (Blepharoplasty)

Upper

Lower

The physician has explained to me the risks and potential benefits of these procedures and the alternatives to these procedures.  The incisions, brief description of the procedure, and the peri-operative care have been explained to me in a manner which I comprehend.   I understand that I may choose not to have the procedure (s).
I have had an opportunity to ask questions and the physician has answered my questions in a way which I understand.

I am aware that the practice of medicine is not an exact science and acknowledge that no guarantee has been made to me as to the results of these procedures.  I understand that unexpected problems or complications may arise.   I understand that as a result of this procedure (s) my condition may worsen.  
I understand I will have anesthesia for this procedure and there are risks associated with anesthesia.  I will have the opportunity to talk with the anesthesiologist or the nurse anesthetist before the surgery.

I understand that the physician may ask other physicians to participate in my care.  In unforeseen conditions, the physician may extend or alter the procedure when he believes it is in my best interest.

Risks associated with this surgery include (not a complete list):  bleeding,  infection, bruising, swelling of upper and lower eyelids and the surrounding cheek areas, dry eyes, inability to completely close the eyelids, tightness sensation, contact dermatitis, excessive tearing,  numbness and/or pain,  chronic itching,  scarring,  visible incisions, persistence of wrinkles and folds, webbed scars, excessive show of white portion of the globe (ectropion),  double vision, change in vision, blindness, irregularities of skin and underlying soft tissue, and need for further procedures.

Options to the above procedure:  Please note that the option to do nothing is present in ALL procedures.
Special Concerns that relate to my care:  ___________________________________________

By signing below, I am acknowledging that I have had enough time to consider this information and that I understand this consent form.  
Physician obtaining consent:  Ednan Mushtaq, MD, FACS

_________________________________
____________________________________

Name (Printed)




Signature

__________________________________
_____/_____/_____

Witnessed




Date

