
INFORMED CONSENT FOR SURGERY

Patient name______________________________________ Date_________________

I hereby request and authorize Dr. Vaughn, aided by any assistants required to perform:

Submucus Resection of Inferior Turbinates

In general terms, the nature and purpose of the operation(s) is: to reduce the size of the inferior turbinates
to help improve nasal breathing.

My doctor has fully explained in terms clear to me, the effect and nature of the operation(s) to be
performed, the foreseeable risks, potential complications and consequences involved, alternative
methods of treatment including treatment options or not treating at all, as well as what I can expect to
experience if recovery is uneventful. Lastly, I acknowledge that I have been given an opportunity to ask
questions and that these questions have been answered to my satisfaction.

The risks that I was specifically advised of included but are not limited to: the possible need to return to
the operating room to control bleeding, the possibility of bleeding or infection; the development of allergic
reaction to medications used during the course of treatment; the possibility of dissatisfaction with the
results of the operation; the fact that healing takes longer in some patients than in others, incomplete
resolution of the symptoms/problems, and others.

Finally, I was told of other complications specific to my operation including:

● Life threatening bleeding or infection.
● Failure to improve nasal congestion.
● Formation of scar tissue with possible worsening of sinus and/or nasal function.
● Need for revision, staged, subsequent, or additional surgical procedures.
● Drug reaction and death from anesthesia, infection, or the surgery.

I also authorize the operating surgeon to perform any other procedures that he may deem necessary or
desirable in attempting to achieve the desired result of the operation(s) or the elimination of unhealthy or
unforeseen conditions that he may encounter during the operation(s).

I consent to the administration of anesthesia by the doctor and the use of such anesthetics and
medications deemed advisable in my case.

I have been advised that the object of the operation(s) I have requested is improvement, not perfection,
that there is a possibility that the imperfections or incomplete resolution might ensue, and that the result
might not live up to my expectations or the goals that have been established. I know that the practice of
medicine and surgery is not an exact science and that, therefore, physicians cannot guarantee results. I
acknowledge that no guarantee or assurance has been made by anyone regarding the operation(s) that I
have herein requested and authorized.



I understand that the doctor and his staff will make every effort to ensure an uneventful recovery and a
pleasing surgical outcome. I also realize that individual healing cannot be assured and that imperfections
may ensue. Furthermore, I have been advised that revision procedures sometimes prove necessary and
that it may incur additional financial responsibility for expenses not under the direct control of the doctor
(anesthesia, operating room).

I hereby give permission to the doctor or any assistant they may designate to take photographs or
electronic images for diagnostic purposes, and to enhance the medical record. I agree that these
photographs will remain their property. I further authorize them to use such photographs for teaching
purposes or to illustrate scientific papers, books, or lectures if in their judgment, medical research,
educations, or science will be benefitted by their use. It is specifically understood that in any such
publications, or use, I shall not be identified by name.

______________________________________________________________________

Signature of patient/person authorized to give consent Date

______________________________________________________________________

Signature of witness Date


