Excisional Biopsy
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Patient Consent

I have been informed in the language I understand about my (right/ left) cyc discase and the
available options. I understand that at present, this procedure is a definite management plan. I have
been explained that excisional biopsy is a procedure in which the entire abnormal tissue with a free
margin of normal tissue (when required) is taken as a treatment option for tumors. This procedure
helps to identify the composition (or make-up) of a lesion or abnormality. Following the
excisional biopsy, other forms of treatment may be necessary for optimal tumor control such as
chemotherapy, radiotherapy or lymph node dissection. It has been discussed with me that my
(right/%e biopsy will be done under local/ gen anaesthesia under aseptic conditions.

The possible complications have also been discussed which include anaesthesia related
complications, bleeding, infection, granuloma formation, cyelid malposition (entropion/
ectropion/ notching), scarring, scar hypertrophy/keloid, sub-conjunctival hemorrhage, double
vision, vision loss, squint and drooping of the upper eyelid.

I, hereby, declare that I have understood all the possible consequences of this procedure and I am
satisfied with the explanations given by the treating doctor. The hospital / treating doctor(s) will
not be responsible for any damage(s) related to the treatment. In case of any unfortunate
mishappening(s), I will not claim any refund/ compensation. In all such circumstances, the
decision of the hospital administration will be final. T acknowledge that I have signed the
undertaking voluntarily with a sound mind.

The advantages and disadvantages, risks, and possible complications of the present surgery and
alternative treatments have been explained to me by my ophthalmologist. There may arisc
unwanted emergency situation during surgery. In that situation I give my full authority to my
treating doctor to take any necessary decision for me / my patient's wellbeing. Although it is
impossible for the doctor to inform me about every possible complication that may occur, the
doctor has answered all my questions to my satisfaction. In signing this informed valid consent for
operation. I am stating that I have been offered a copy of this consent.

Further, I consent to the observing, using medical record, photographing or televising of the
procedure to be performed for medical, scientific, research, education purpose and publication in
scientific journals provided my identity is not revealed by the picture or by descriptive text
accompanying them. !



['hereby give permission to release/publish medical data and /or video/ audio record/photograph
the medical current procedure and the procedures performed in subsequent/ follow up visits for the
advancement of medical knowledge.

I'have read and understood the consent form, and all my queries have been answered, and
[authorize my surgeon to proceed with the operation on my. . Le F’t -..(Indicate “right" or

“left” eye).
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g BEMelReE v declare that [ have explained the nature
y

and conscquences of the procedure to be performed, and discussed the risks that particularl
concern the patient.

I'have given the patient an opportunity to ask questions and I have answered these.
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