Disclosure and Consent for Cataract Surgery

You have the right, as a patient, to be informed about your condition and the recommended surgical procedure so that you may make the decision whether or not to undergo the procedure.  This disclosure is not meant to scare or alarm you; it is simply an effort to make you better informed so you may give or withhold your consent to the procedure.

Proposed Surgery:

Cataract Extraction
with lens implant

Right eye

Left eye

Indication for surgery:
Visually significant cataract

Glare

Inability to see retina

Risks:
Loss of vision, loss of eye, infection, ruptured blood vessel inside eye, clouding of cornea after surgery, cataract breaking into pieces and falling into back of eye.  1.  Complications requiring additional treatment and/or surgery.  2.  Need for glasses / contacts  3.  Complications requiring removal of implanted lens.  4.  Partial or total loss of vision

Benefits:

Improved vision, greater ability to see and/or treat retinal problems

Alternatives:
Continue to wear glasses or contacts; delay surgery

Consequences of declining surgery:
Continued decreased vision, glare, and/or inability to see retina

Surgeon:

Edward Hurst, MD

Claire Chu, MD

Anyone other than surgeon involved:

None

Anyone other than MD involved:

None

Type of Anesthesia:
Topical with IV Sedation

Block with IV Sedation

Anesthesia by:

CRNA

I (we) understand that my physician may discover other or different conditions that require additional or different procedures than those planned.  I (we) authorize my physician, and such associates, technical assistants, and other health care providers to perform such other procedures that are advisable in their professional judgment.

I (we) understand that no warranty or guarantee has been made to me as to the result of surgery.

I (we) understand that anesthesia involves additional risks and hazards but I (we) request the use of anesthetics for the relief and prevention of pain during the planned and/or additional procedures.  I (we) realize that the anesthesia may have to be changed, possibly without explanation to me (us).

I (we) have been given an opportunity to ask questions about my condition, alternative forms of anesthesia and treatment, risks of non-treatment, the procedures to be used, and the risks and hazards involved, and I (we) believe that I (we) have sufficient information to give this informed consent.

I (we) certify this form has been full explained to me, that I (we) have read it or have had it read to me (us), that the appropriate eye, indication, surgeon, and type of anesthesia have been circled, and that I (we) understand its contents.

Date:______________________________________________
Time:_________________________AM / PM

______________________________________________
________________________________________________

Patient / other legally responsible person

Witness

