
Consent for Arthroplasty of the Shoulder
(Please read this form carefully)
	Patient Initials
	

	
	1 I have been strongly advised to carefully read and consider this consent for surgery. I realize that it is important that I understand this material and understand that if certain sections are not clear to me, I can ask for clarification. As I read each section, I will place my initials in the space provided to indicate that I understand what I have read and have no questions.

	
	2. I understand that I am free to seek other opinions about the proposed surgery and that my doctors encourage me to do this if I wish.

	
	3 I am fully aware of the condition of my spine and after careful consideration, I have decided to undergo surgery to try to improve my condition. I, ____________________________________________________________  hereby authorize Dr. _________________________________________________ and/or such assistants as may be selected by him to perform the following procedure(s):  ___________________________________________________________________________________________________


	
	4. My doctor(s) has discussed and fully informed me about the nature of my condition, the proposed operation, alternative treatments and the possible complications of both operative and non-operative care of my condition.

	
	5. Reasonable alternative treatments and their risks, consequences and probable effectiveness have been discussed with me including doing nothing, conservative therapy with drugs and/or exercise and/or nerve blocks or injections. I do not wish to engage in alternative treatments.

	
	6. The risks and possible complications of my surgery include, but are not limited to bleeding, persistent pain and/or swelling, dislocation, pulmonary embolism, allergy/reaction to artificial joint, infection requiring antibiotics and/or additional surgery, nerve injury;  vessel injury; ligament injury, development of scar tissue which can affect motion in the shoulder/arm, blood clots, stroke, seizure, heart attack or death. 

	
	7. I acknowledge that these risks and possible complications may be temporary or permanent and may necessitate additional treatment, including additional surgery.


	
	8. I understand that my doctor may be able to more comprehensively evaluate the problems within my spine at the time of surgery. During the operation, they may deem it necessary to vary the exact nature of the procedure in order to best treat my problem and to obtain the best chance for a good outcome with the smallest possible operative risk. I therefore consent to performance of surgical procedures in addition to, or different than those now contemplated If presently unforeseen conditions arise during my surgery, I authorize and fully consent to, my doctors and his associates performing the necessary procedure(s) with the exception of _________________________________________________________.


	
	9. I understand that certain elective operative procedures may require transfusions of blood or blood products.  If my physician feels it is appropriate for my medical care, he/she may offer me the options of autologous blood and blood products or directed transfusion; i.e., transfusion to me of blood from myself or from a specified relative or friend. This does not exclude transfusion of banked blood products from other donors if an urgent need arises. I understand that there are risks associated with use of banked blood products including rejection or virus.


	
	10. I am aware that the practice of medicine and surgery is not an exact science, and I acknowledge that no guarantees have been made to me as to the results of the operation, procedures or treatment.


	
	11 I understand smoke and nicotine exposure in any form may significantly worsen the outcome of my surgery. It is my responsibility to avoid all sources of smoke and nicotine exposure. If I choose not to avoid sources of smoke and nicotine, I understand that my actions may increase my risk of infection, poor healing, scarring, persistent pain, bony non-healing and failure of surgery. I am aware that it is medically important that, to achieve my best possible recovery after discharge from the hospital, I must avoid all potential sources of smoke and nicotine.


	
	12.  I authorize the hospital/surgery center or its agents to examine and make proper disposition of all tissue or anatomical parts removed at the operation.


	
	13. I understand that medical or non-medical personnel may be present to observe and assist with surgery. I also understand that procedures or videotapes of my surgery or x-rays may be utilized for educational purposes. I give my consent to these educational efforts and realize that they in no way affect my care. My identity will not be disclosed if my x-rays, pictures or videotapes are used. 


	
	14. I understand the necessity for my compliance with the post-operative and post-discharge directions that have been explained to me, including among others, possible immobilization, and/or physical therapy, and/or required medications. I am aware that it is medically important that to achieve my best possible recovery after discharge from the hospital that I must continue the regimen prescribed for me.


	
	15.I have had ample opportunity to discuss my condition, treatment and surgery with my doctor(s), their associates and with others who may provide me counsel. All my questions have been satisfactorily answered and I believe that I have adequate knowledge upon which to base my decision regarding the proposed surgery and sign this consent.


	

SIGNATURE _________________________________________________________________________________

	RELATIONSHIP ______________________________________________________(Patient or Legal Representative).

	TODAY’S DATE AND TIME  ________________________________

	

	WITNESS ____________________________________________________________

	

	I have provided a lengthy discussion of the risks, benefits and alternatives, as explained in this form.  

	PHYSICIAN’S SIGNATURE ______________________________________________________________________

	

	I have explained to the patient or the patient’s legal guardian, their options regarding receipt of autologous blood transfusions, 
designated blood transfusions or homologous blood transfusions if needed for this elective surgery.

	PHYSICIAN’S SIGNATURE ______________________________________________________________________
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