INFORMED CONSENT FOR PROCEDURE
AL DERMATOLOGY PC | WWW.212SKIN.COM P: 212-729-SKIN (7546) F: 212-729-9395  


[bookmark: _GoBack]Patient name:______________________________________ 		Date: _______/________/_____________                         
I authorize Lyubov Avshalumova, DO, FAOCD and her assistants to perform the following procedure(s) upon me:
_____________________________________________________________________________________________

_____________________________________________________________________________________________
Risks may include: infection, bleeding, nerve injury, allergies to anesthetics, scar that is raised (keloidal), stretched, discolored, elevated, depressed from normal skin, depression or thin skin at the site of cortisone injection, blister formation from liquid nitrogen freezing, incomplete excision, which may require additional surgery or treatment.
I consent to the administration of such anesthetics as may be considered necessary or advisable by the provider. Known drug allergies ____________________________________________________________________________
Are you currently pregnant or breast feeding:  ______YES   ______NO
I know that the practice of medicine and surgery is not an exact science and therefore reputable practitioners cannot properly guarantee results. 
We will be contacting you with the biopsy results.  If we are unable to reach you, do you give permission for results to be left on answering machine or with family member? ______YES   ______NO    Initial_______________
I understand that an independent laboratory will bill me for specimen processing.  Laboratory billing is not part of AL Dermatology billing, please contact laboratory directly if you receive a bill.
The effects of the procedure to be performed, risks and benefits involved, as well as alternative methods of treatment have been fully explained to me. All of my questions have been answered and made clear to me by ____________ explaining it to me. I consent to have this procedure done.
    (Dr’s INT)
___________________________________		If patient is minor or incompetent to give consent:
              (Patient Print Name)                                                  Signature of person authorized to give consent for 
							patient____________________________________

X__________________________________	X_________/________/__________________________
                (Signature of Patient)				           (Date)
I______________________________ spoke with the patient regarding this treatment and the patient
             (Signature of physician)              understand the risks and benefits of this procedure. 

________/________/_____________
                      (Date)
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