
 

DERMCARE 

CONSENT TO OPERATION OR OTHER MEDICAL PROCEDURES 

 
Physician Declarations: I have explained the nature, purpose and necessity of the operation/procedure, 

possible alternative methods of treatment, the risk involved and possibility of complications. The correct 

surgical site has been verified. 

Physician signature_______________________________________Date_______________________ 

 

I, ______________________________________(Patient or Responsible Person print name) hereby 

request and authorize Dr. Elsa Gutierrez and whoever she my designate as her assistants, to perform the 

following procedure:  EXCISION AND OR BIOPSY. The possible risks include bleeding, infection, 

scarring, pigmentation, other. 

 

1. My physician has explained to me the nature, purpose, and necessity of the procedure, possible 

alternative methods of treatment, the risks involved, and the possibility of complications. My 

questions have been answered to my satisfaction by my physician.  

2. My physician has further explained to me that during the course of the above procedure, 

unexpected conditions may be discovered, which for my well being, may require an extension of 

the original procedure or the performance of a different procedure.  I understand this explanation 

and authorize my physician, her associates or assistants to perform procedure as are necessary in 

their professional judgment.  

3. I consent to the performance of a biopsy of any tissue as deemed necessary by my physician. I also 

consent to the disposal of any tissue or body parts which may be removed.  

4. I understand various medical professionals in training, including physicians in training my provide 

assistance during the above operation/procedure. I also understand equipment manufacturers’ 

representatives or other observers may be present in the operating room. 

5. I consent to photographing or videotaping of the operation/procedure to be performed including 

appropriate portions of my body, for future medical, scientific or educational purposes, provided 

my identity is concealed as much as possible.  

6. My physician has discussed with me that should any life threatening situation arise during any 

operation/procedure, it is the policy of this office to attempt resuscitation.  Unless otherwise 

specified by my physician, this policy will remain in effect during the post-operative time frame 

until deemed inappropriate by myself and/or my physician.  

 

THE TERM “RESPONSIBLE PERSON” MEANS THE PARENT, LEGAL GUARDIAN, OR 

RESPONSIBLE ADULT IF THE PATIENT IS A MINOR ON AN INCAPACITATED PERSON.  

 

 

________________________________________  OR ________________________________________ 

Patient Signature                               Date                          Signature/Relationship                     Date 

                Parent, Legal Guardian/Responsible Person 

 

________________________________________  OR ________________________________________ 

Witness’ Signature                             Date            Second Witness’ Signature            Date 

 

             
      (07/2016) 


