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CONSENT SPECIAL/INFORMED TO 
SURGERY OR OTHER PROCEDURE 

 
 

Name:  ___________________________________________                Date: _______________ 
 
Medical record number ______________________________     
 
1. I hereby authorize Dr. Mann and / or such assistants, associates, or other health care 

providers that may be selected by him, to perform the following  procedure (s) 
____________________________________________________________________ 

 
2. Dr. Mann has discussed with me the procedure(s) listed above and the items of 

information that are briefly summarized below:   
a. The nature and purpose of the proposed procedure(s): ___________________ 

_______________________________________________________________ 
b. The risks and possible consequences of the proposed procedure(s), including the 

risk that treatment may not accomplish the desired objective(s) and including, but 
not limited to: _____________________________________________________ 
_________________________________________________________________
_________________________________________________________________
. 

c. All reasonable alternative treatment, including risks, probable effectiveness of 
each and consequences if this proposed treatment is not received:  
_______________________________________________________________ 

 
3. I am aware that, in addition to the risk specifically described in Item 2 above, there are 

other risks, such as severe loss of blood, infection, cardiopulmonary arrest, respiratory 
difficulties, injury to proximate/adjacent blood vessels, nerves, organs or structures, 
unanticipated allergic reaction to substances, pressure/position related injuries and other 
risks related to the performance of any surgical procedure. 

 
4. I acknowledge that no guarantees have been made to me as to the results of the 

procedure(s) and am also aware that complications and risks may occur despite  
precautions. 

 
 
5. I consent to the performance of unforeseen operation(s) and procedure(s) in addition to or 

different from those now contemplated and describe herein that the named doctor and his 
associates or assistants may deem necessary or advisable during the course of the 
presently authorized procedure(s). 

 
6. I consent to the administration of such anesthetics as may be considered appropriate by 

the physician responsible for anesthesia administration or such assistants or associates as 
may  be selected by him.  I understand that this procedure is to be performed using  
retrobulbar/general anesthesia.  I understand that all types of anesthesia involve some  
risk.  I further understand that if a regional, spinal or epidural anesthesia is planned, it 
may be necessary to also administer a general anesthetic during this procedure, and I 
consent to the administration of a general anesthetic.  I understand the risk of a general, 
spinal, epidural or regional anesthesia include, but are not limited to, mouth and/or throat 
pain or injury, cardiopulmonary arrest, cardiac arrhythmias, heart attack, respiratory 
difficulties, stroke, brain damage, headache, backache and other sensory, nerve, focal and 
systemic injuries. 
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7. I also consent to the administration of blood or blood components, drugs, medicines and 

other substances considered advisable by the physician(s) responsible for this procedure 
and the use of x-rays or other diagnostic testing, procedures and devices, which the 
above-named physician or his associates, consultants or assistants may consider useful. 

 
8. I hereby authorize The Retina Group LTD PC or staff to preserve for scientific or 

teaching purposes or to otherwise dispose of any tissues, parts, organs, or implants 
removed during this procedure. 

 
9. For teaching or educational purposes, I consent to the admittance of students, staff or 

other observers to the operating and procedure rooms, and to the taking of any videos or 
photographs deemed appropriate or necessary by the physician in the course of the 
procedure(s).  I also consent to the taking of photographs or videos for the purpose of 
documenting the condition or procedure in the medical record.  I understand that if data, 
photographs, videos or other information are used for teaching/educational purposes or 
for scientific publication, that my (the patient’s) identity will remain confidential unless 
otherwise authorized by the undersigned. 

 
10. I certify that I have read or have had the above information read to me and that I 

understand the above consent to operation or diagnostic procedure, that the explanations 
referred to were made to my satisfaction and I hereby give my informed and voluntary 
consent to the proposed procedure(s) or operation(s). 

 
 
Signature of patient: 
 
_________________________________________________ 
 
 If the patient is unable to give informed consent because of physical or mental incapacity 

or is a minor (under 18 and unemancipated), complete the following: 
 Patient is unable to give consent because ______________________________________ 

_______________________________________________________________________ 
_______________________________________________________________________ 

 
 
:  
__________________________________________ 
Witness to signature 
 

I certify that I have explained to the above individual the nature, purpose, risk and 
potential benefits of the above procedure and have answered any questions that have been 
raised. 

 
 
 
 
____________________________________________________ 
Signature of Physician 
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