FOOT SPECIALISTS OF ACADIANA, APMC
521 N. Lewis Ave.   

New Iberia, LA 70563
 (337) 365-4195
CONSENT FOR MEDICAL PROCEDURE AND 
ACKNOWLEDGEMENT OF RECEIPT OF INFORMATION
State law requires us to obtain your consent to your contemplated surgery or medical procedures.  What you are being asked to sign is simply a confirmation that we have discussed your contemplated operation or medical procedure.  Please read the form carefully and ask about anything you do not understand.

I ______________________________________________  hereby authorize Dr. ________________________________ 

to perform _________________________________________________________________________________________

__________________________________________________________________________________________________

under local anesthesia.  I also consent to such additional operation or procedures as are considered necessary and advisable to be deemed appropriate by the treating physician.  Alternative methods have been discussed as routine palliative care and have been made available to me.
The nature and purpose of the operation(s) or medical procedure(s) are: ________________________________________

__________________________________________________________________________________________________

In general terms, the nature and purpose of the operation(s) or medical procedure(s), the risks involved and the possibility of complication have been explained.  Some risks known to be associated with procedures and anesthesia are allergic reaction to medications or anesthetics, infection, recurrence of growth(s), nail or part of the nail.  I also have been made aware of the possible benefits and expected outcomes of this procedure(s).
I also consent to the disposal of tissues or parts which it may be necessary to remove and may be sent to Pathology laboratory for examination.  (A fee will be charged for this by the laboratory.)
I hereby state that I have read and understand this consent.  All questions have been answered in a satisfactory manner. All blanks were filled prior to my signature.

Date: ____/____/____    
_______________________________________



_______________________________________

Signature of patient (or authorized party)




Witness                                                

_________________________________     

Signature of physician
