CONSENT FOR OPERATION

I, __________________________________________, hereby authorize and direct Dr. ___________________ and assistants thereto designated to perform the following foot surgery upon myself:

Partial nail avulsion with chemical matrixectomy (removal of ingrown portion of nail and application of chemical to destroy nail root) of the:

__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
and to do any other related procedure that in its judgement may be deemed necessary or appropriate in order to properly perform said operation.  

A satisfactory result is expected but I am aware that the following complications may occur: infection, increased pain, increased deformity, numbness, swelling, delayed healing, recurrence, re-growth, change in sensation and/or function.  The nature and purpose of this operation, possible alternative methods of treatment, the risks involved and the possibility of complications have been fully explained to me.  No guarantee or assurance has been given or implied by anyone as to the results that may be obtained.

Patient: ___________________________________        Date: _____________

Witness: __________________________________         Time: _____________  

