Breast Implant Removal Consent

I authorize and direct Gregory E. Morrison, M.D., with associates or assistants of his choice, to perform the following procedure of Breast Implant Removal on __________________________________.

                     (Patient Name)

Patient’s

Initials

_____  The details of the procedure have been explained to me in terms I understand.

_____  Alternative methods and their benefits and disadvantages have been explained to me.

_____  I understand and accept the most likely risks and complications of breast implant

            removal include but are not limited to:

· Strong, negative implact on my physical appearance, including distortion, wrinkling, and significant loss of volume, and/or an appearance worse than prior to the initial augmentation or reconstruction.
· Severe psychological disturbance, including depression
· Loss of interest in sexual relations by either myself or my partner
· Scar contractures precluding reconstruction later
· Infection, hematoma (swelling or blood mass), or scarring
· Loss of breast tissue resulting in loss of breast sensation
· Inability to breast-feed
· Implant rupture and inability to remove 100% of the residual silicone from the breast cavity
____  I understand and accept the less common complications, including the remote risk of

          death or serious disability that exists with any surgical procedure.

____  I am aware that smoking during the pre- and post-operative periods could increase

          chances of complications.

____  I have informed the doctor of all my known allergies.

____  I have informed the doctor of all medications I am currently taking, including

          prescription, over-the-counter, herbal and any other.

____  I have been advised whether I should take any or all of these medications on the days

          surrounding the procedure.

____  I am aware and accept that no guarantees about the results of the procedure have been

          made.

____  I have been informed of what to expect post-operatively, including but not limited to:

          estimated recovery time, anticipated activity level, and the possibility of additional

          procedures.

____  Pre- and post-operative photos will be taken of the treatment for record

          purposes.  I understand that these photos will be the property of the

          attending physician.
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____  I understand that the removed implant will be examined and sent to pathology, if

          necessary.

____  I understand that if the implant is intact I may take it with me, or it will be destroyed.

____  The doctor has answered all of my questions regarding this procedure.

I certify that I have read and understand this treatment agreement and that all blanks were filled in prior to my signature.

________________________________                             ___________________________

Patient or Legal Representative Signature/Date                                      Relationship (self, parent, etc.)

_________________________________                            ____________________________

  Print patient or Legal Representative Name



Witness Signature/Date

I certify that I have explained the nature, purpose, benefits, risks, complications, and alternatives to the proposed procedure to the patient or the patient’s legal representative.  I have answered all questions fully, and I believe that the patient/legal representative fully understands what I have explained.                                             (circle one)

                                                 _________________________

                                                       Physician Signature/Date
          _____ copy given to patient                               _____ original placed in chart

           initial                                                                                  initial
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