PREMIER MEDICAL UROLOGY
CONSENT FOR ROBOTIC RADICAL PROSTATECTOMY WITH POSSIBLE PELVIC LYMPH NODE DISSECTION
	Patient Name: ______________________________
	DOB: __________________

	Surgeon: __________________________________
	Date: _________________


Proposed Procedure
Removal of the prostate and seminal vesicles for prostate cancer with reconnection of the bladder to the urethra. Pelvic lymph nodes may be removed when indicated.
Expected Benefit
The intended benefit is diagnosis and/or treatment of the condition discussed with me. Improvement, cure, or a specific result is not guaranteed.
Material Risks and Possible Complications
Bleeding, transfusion, infection, or reoperation
Urine leak
Rectal, bowel, ureteral, bladder, vascular, nerve, or nearby-organ injury
Temporary or persistent urinary incontinence
Erectile dysfunction
Expected infertility and absent ejaculation
Bladder-neck contracture/urethral scar
Lymphocele or leg swelling
Dvt/pe or cardiopulmonary complications
Positive margin, psa persistence/recurrence, or additional cancer therapy
Anesthesia complications including rare serious injury or death
Rectal injury with possible repair, diversion, or additional surgery
Anastomotic disruption or prolonged catheterization
Penile shortening or perceived loss of length
Climacturia, orgasmic change, or orgasm-associated discomfort
Inguinal hernia
Nerve-sparing may not be oncologically or technically feasible
Lymph-node dissection can cause lymphocele requiring drainage
Reasonable Alternatives
Alternatives may include: active surveillance for appropriate disease; radiation with or without hormone therapy; selected focal/systemic treatments; observation/watchful waiting. The appropriateness of each option depends on my diagnosis, anatomy, overall health, cancer risk when applicable, and treatment goals.
If I Decline or Delay Treatment
Without treatment or appropriate surveillance, prostate cancer may progress locally, spread, cause symptoms, and become life-threatening.
Patient Acknowledgment and Authorization
☐ I understand the proposed procedure, its purpose, expected benefits, material risks, reasonable alternatives, and the reasonably foreseeable consequences of declining or delaying treatment that are relevant to my condition.
☐ I understand that the listed risks are not an exhaustive list of every possible complication. Rare, unexpected, and potentially serious complications, including disability or death, can occur.
☐ I understand that my age, anatomy, prior surgery or radiation, infection, bleeding risk, medications, and other medical conditions may change my individual risk.
☐ I have disclosed my medications, anticoagulants/antiplatelet drugs, allergies, implants, and relevant medical history to the best of my knowledge.
☐ I understand that no guarantee or promise has been made regarding cure, symptom improvement, cancer control, preservation of organ function, continence, potency, fertility, or other outcome unless specifically stated by my surgeon.
☐ I authorize immediately necessary additional procedures when an unexpected finding or emergency makes delay unsafe. Non-emergent materially different procedures require separate consent when reasonably possible.
☐ I understand that tissue or specimens may be sent for pathologic examination when appropriate and that final pathology may change my diagnosis or treatment plan.
☐ I understand anesthesia or sedation has separate risks and may require separate consent.
☐ I have had the opportunity to ask questions, my questions have been answered, and I may withdraw consent before the procedure begins.
Patient-specific risks, alternatives, concerns, or additional planned procedures discussed:
________________________________________________________________________________
________________________________________________________________________________
Interpreter used:  ☐ No   ☐ Yes   Language: __________________   Interpreter: __________________

Patient / Authorized Decision-Maker Signature: _________________________   Date/Time: _____________
Printed Name / Relationship to Patient: ______________________________
Physician / Qualified Practitioner Signature: _________________________   Date/Time: _____________






