	SPECIAL CONSENT TO OPERATION, POST OPERATIVE CARE, MEDICAL TREATMENT, ANESTHESIA, OR OTHER PROCEDURES

Patient:  ___________________________________________

State Law guarantees that you have both the right and obligation to make decisions concerning your health care.  Our office can provide you with the necessary information and advice, but as a member of our health care team, you must enter into the decision making process.  This form has been designed to acknowledge your acceptance of treatment recommended by Dr. Bryan McLelland, or his associates.

1. I hereby authorize Dr. McLelland and/or such assistants or designees to treat the following condition(s) which has (have) been explained to me:

_________________________________________

_________________________________________

_________________________________________

_________________________________________

2. The procedures planned for treatment of my condition(s) have been explained to me. I understand them to be  (describe procedures to be performed in professional and lay language):

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

3. I recognize that, during the course of the operation, post operative care, medical treatment, anesthesia or other procedure, unforeseen conditions may necessitate additional or different procedures than those above set forth.  I therefore authorize Dr. McLelland and their assistants or designees, to perform such surgical or other procedures as are in exercise of his, her or their professional judgment necessary and desirable.  The authority granted under this paragraph shall extend to the treatment of all conditions that require treatment and are not known to Dr. McLelland at the time the medical or surgical procedure is commenced.

4. I have been informed that there are significant risks such as numbness of the tongue, lip, or teeth, excessive bleeding, need for secondary surgical procedures, infection, or cardiac arrest leading to death or disability which may be attendant to any procedure.  I acknowledge that no warranty or guarantee has been made to me as to result or cure.


	Any sections below which do not apply to the proposed treatment may be removed.  All sections removed must be initialed by both physician and patient.

5.  I consent to the administration of anesthesia by Dr. McLelland, by an anesthesiologist, or other qualified party as deemed necessary.  I understand that all anesthetics involve risk of complications and serious possible damage to vital organs such as the brain, heart, lungs, liver and kidneys, and that in some cases may result in paralysis, cardiac arrest and/or brain death from both known and unknown causes.
6.  I consent to the transfusion of blood and blood products as deemed necessary.
7.  Any tissues, teeth or parts surgically removed may be disposed of by Dr. McLelland in accordance with accustomed practice.
8.  I have had an opportunity to view the video recording that pertains to the planned surgery (when applicable), and I understand the material presented.  I have had the opportunity to ask questions regarding the surgery and the educational material presented and have had these questions answered.

 9.  I consent to allow any clinical photographs, videos, radiographs / x-rays, and/or  study models to be used for academic and professional publications, including internet-based media, education and training and promotional and/or marketing    purposes as deemed appropriate by Liberty Oral and Facial Surgery, Dr. McLelland, and their associates.   I understand that I am able to request the cessation of this use of my clinical photographs, videos, radiographs/x-rays, and/or study models at any time through written notice to Liberty Oral and Facial Surgery.
10.  I consent to allow any observers deemed appropriate by Liberty Oral and Facial Surgery, who are not authorized staff members, to view my surgical procedure.

11.  I consent that under some circumstances, where state law  requires, certain information must be disclosed or reported such as HIV, tuberculosis, viral meningitis, or other diseases to organizations such as local health departments or the CDC.

12.  In the event that a Liberty Oral and Facial Surgery employee experiences a potentially contaminated needlestick injury while I am sedated, I consent to a blood draw  for the purpose of testing for Hepatitis B, Hepatitis C, HIV, and any other infectious diseases deemed necessary by my surgeon.
Full Disclosure

I certify that I have been informed of the nature and character of the proposed treatment, of the anticipated results of the proposed treatment, the possible alternative forms of treatment; and the recognized serious possible risks, complications, and the anticipated benefits involved in the proposed treatment, and the alternative forms of treatment, including non-treatment.
Date:_________________            Time:  ________________  

x____________________________________
PATIENT/OTHER LEGALLY RESPONSIBLE PERSON SIGN IF APPLICABLE

_____________________________________

RELATIONSHIP OF LEGALLY RESPONSIBLE PERSON TO PATIENT

x____________________________________

WITNESS

x____________________________________
DOCTOR

I certify this form has been fully explained to me, that I have read it or have had it read to me, that the blank spaces have been filled in, and that I understand its contents.


