
Consent Form for Office Operation/Procedure

 I, __________________________________ authorize Dr. ___________________________ to perform the 

following office operation / procedure under local anesthesia:

_________________________________________________________________________________________

Alternatives have been explained to me and I understand that any operation/procedure involves some risks.

The more common risks include:

Infection

Bleeding

Scarring

Incomplete removal

Nerve injury

Allergic reaction (occurs in less than three (3) percent of all office operations/procedures)

I have read and understand this consent form, and my questions have been answered.

Date _____-_____-_____   (Patient/Responsible Party) _________________________________________

Date _____-_____-_____   (Witness) ________________________________________________________

PHYSICIAN DECLARATION:

I have explained this operation/procedure, risks, alternatives, and expectations to the patient and believe he/she has been adequately informed and has consented.

Date _____-_____-_____  (Physician's signature) _____________________________________________

Form based upon COPIC Recommended Consent Form at http://www.copic.com/guidance/off-surg.htm.

Updated:  10/22/01

	
	Alpine Medical Group 

of the Roaring Fork Valley
	Provider: _______________________ Date: _____-____-_____ 

Patient: _________________ DOB:  ___ -___ - ___  Age:____
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1450 E. Valley Rd, Ste 101

Basalt, CO 81621
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225 N. Mill St. #116
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970-544-1292  FAX 970-544-1310
	



