Todd Ellsworth Daynes, MD

Informed Consent Form

Yag Posterior Capsulotomy

I hereby authorize my physician, Todd E. Daynes, MD, and any associates or assistants of his choice, to perform Yag posterior capsulotomy on my _____________  eye(s).

I understand that the goal of laser surgery is to improve visual acuity by creating a break or window through the hazy posterior capsule.  I understand that the alternative to laser surgery is to continue with a hazy posterior capsule without intervention.

I recognize that during the course of the procedure, unforeseen conditions may necessitate additional or different procedures then those explained.  I therefore, further authorize and request that Dr. Daynes, and any associates or assistants of his choice, perform any procedures which are in their professional judgment, necessary and desirable for my well-being.  I understand that, if possible, my doctor will discuss with me or my family any additional procedures before proceeding.  I further consent to the administration of such anesthesia as may be necessary or appropriate for such procedures.
I understand that the proposed care may involve risks and the possibility of certain complications which have been known to follow the procedure to which I am consenting even when the utmost care, judgment and skill are used.  Attendant risks may include retinal detachment, glare, increased intraocular pressure and damage to the implant lens.  Some of these complications may require surgery to correct and the procedure may have to be repeated.  I understand that Dr. Daynes will do his best, but that favorable results cannot be guaranteed.

I accept the risk of substantial and serious harm, if any, in the hope of obtaining direct beneficial results, and acknowledge that Dr. Daynes has explained my condition, the proposed treatment and alternative forms of treatment in a satisfactory manner, and that all questions asked about the treatment and its attendant risks have been answered in a manner satisfactory to me.

I have read and understand this document.  I have weighed risks and benefits and authorize the proposed care.  I have been given a copy of this consent for:___________








        (Patient initials)
_____________________________________


__________________

Patient Signature






Date

_____________________________________


__________________

Witness







Date

(If patient is a minor or unable to sign, complete the following)

_____________________________________


__________________

Parent or Guardian






Date

_____________________________________  

Relationship to Patient

