Procedure:  Incision and Drainage of Superficial or Deep Neck Space Abscess

No medications have been given to me prior to signing this consent form.

You _____________and Drs. Ende/Milgrim/Patel/Wasserman are considering an operation to drain an abscess.  The operation involves surgical cuts.  A larger cut than you would probably expect to have is performed to ensure proper drainage of the pus.  Drs. Ende/Milgrim/Patel/Wasserman will discuss the projected size of the incision but he will continue to widen it until adequate drainage takes place. 

Abscess recurrence: Abscesses can and will recur in a certain percentage of patients depending on several factors including: size, type, location, and aggressiveness of the bacteria.  Drs. Ende/Milgrim/Patel/Wasserman will use the currently accepted standards of abscess eradication, but can make no guarantees that your abscess will not recur.  Recurrence rate risk in the form of a percentage is well described for many types, sizes and locations of an abscess.

You will have stitches that will require removal.  Bleeding may occur and this is generally controllable intraoperatively or postoperatively if necessary.  Drs. Ende/Milgrim/Patel/Wasserman will used advanced cosmetic techniques to reconstruct the area of your scar tissue at a later date if you desire it.  The resulting scar is usually well camouflaged, but poor cosmetic results are sometimes inevitable depending on the size, type, and location of your scar tissue.  It is almost always necessary to camouflage the scar with makeup for at least 2 months while the incision is red and healing.  However, makeup may be needed on a more long term basis or permanently.  The resulting scar is usually barely perceptible with makeup, but there is a risk of healing with a noticeable scar that cannot be camouflaged with makeup.

It is possible that the appearance of the area of the abscess will be less pleasing after the operation than it is now.  Because of these facts Drs. Ende/Milgrim/Patel/Wasserman can make no guarantee as to the result that might be obtained from this operation.  However, in the vast majority of patients that Drs. Ende/Milgrim/Patel/Wasserman operates on, the result desired from surgery is achieved.  Perfection is not possible by any surgeon.  Healing after this operation occurs rapidly during the first two weeks, but may continue for up to 12 months.  

This procedure may result in a lack of symmetry based on your anatomy and healing.  Attempts can be made to fix asymmetries with a touch up procedure, but no guarantee of absolute symmetry can be made because of tissue loss in the area.  

Additional complications include but are not limited to:  bleeding, infection including both bacteria and viruses such as Herpes, discoloration, swelling, unsatisfactory cosmetic result such as displeasure with the general appearance of the operated areas as compared with what I had expected, temporary or permanent numbness in and around the areas, abnormal delay in healing or scarring, personality changes and mental difficulties following surgery, even if the operation is otherwise successful, allergic reactions to one 

Signed:______________

or more of the substances used in the operation, formation of telangiectasias (external and visible blood vessels), damage to surrounding structures.

Some of the complications of this operation may cause the need for further surgery; some of the complications can cause prolonged illness and permanent deformity; very rarely, some of the complications have even been known to cause death.  Furthermore, there may be alternatives to this surgery available to you, such as doing nothing.  Doing nothing will allow your infection to progress or become inoperable potentially leading to sepsis and death.  Alternatives include continued antibiotic useage but despite the most powerful antibiotics, the infection may worsen if not drained.

I have received a detailed instruction sheet for postoperative care, which I will follow closely.

Photography:  I also give my consent for photographs to be taken before, during, and after my operation.  I further consent for such photographs to be used in connection with medical research, advertising, education and science.  I understand that Drs. Ende/Milgrim/Patel/Wasserman will never publish my name in conjunction with any photographs.  I understand that I have the option of crossing out this paragraph if I desire my photographs to be used for medical records only.

Refunds:  There is a strict no refund policy for any treatments performed.  I understand that the procedure does what it does, and that Drs. Ende/Milgrim/Patel/Wasserman puts his best effort and experience into every single patient.  I understand that I am paying for Drs. Ende/Milgrim/Patel/Wasserman to perform this procedure as well as the cost of the material used and staff time/overhead and that I am not paying for any specific results implied or hoped for.  While Drs. Ende/Milgrim/Patel/Wasserman takes a great deal of pride in his results and will do anything within his power to make me satisfied, additional procedures or products will have a cost associated with them.  

I certify that I will not leave slanderous/libelous reviews on any website.  Speaking with Drs. Ende/Milgrim/Patel/Wasserman and allowing time to heal are necessary steps after every procedure, and I will not immediately jump to conclusions about my outcome before healing is complete. Slanderous statements unnecessarily scare future patients away from having procedures and realizing their dreams as well as having a negative financial impact on the practice.  Due to HIPPA rules, Drs. Ende/Milgrim/Patel/Wasserman cannot reply to or combat any slanderous reviews online which will no doubt negatively impact his practice.  I understand that Drs. Ende/Milgrim/Patel/Wasserman will use any resources available to him to combat libelous and slanderous statements including seeking financial compensation due to monetary damages through the legal system.   

I have been informed by Drs. Ende/Milgrim/Patel/Wasserman that patients need to be escorted home by a responsible adult and accompanied by an adult for at least 24 hours post-operatively.  I understand that this is the policy of the practice.  I acknowledge that I am responsible for ensuring that I have an escort to assist me in my transport home after surgery.  I further acknowledge that should I fail to have an escort home, I am responsible for any staff salary overtime that this causes.  I voluntarily release Drs.Ende/Milgrim/Patel/Wasserman from any liability regarding the above conditions if I knowingly choose to violate this policy.  I assume all responsibility for my own well being following my surgical procedure if I knowingly go against medical advice.

I further understand that if a touch up or further medical treatment is required, I will need to be seen by Drs. Ende/Milgrim/Patel/Wasserman at NJ Eye and Ear or Englewood Hospital.  I understand that touch up, followup, or emergency visits will be free of charge in the office, but additional products and procedures will be at standard pricing.  Any visits to Englewood Hospital for emergencies will be billed at Englewood Hospital’s standard rates or through your medical insurance provider.  

I certify I have read or had read to me the contents of this form; I understand the risks and alternatives involved in this procedure; I have had the opportunity to ask any questions which I had and all of my questions have been answered.  I know that the practice of medicine and surgery is not an exact science, and, therefore, reputable and highly trained practitioners such as Drs. Ende/Milgrim/Patel/Wasserman cannot and should not properly guarantee results. I hereby authorize Drs. Ende/Milgrim/Patel/Wasserman and any associates or assistants of his choice to perform upon me Incision and Drainage of Superficial or Deep Neck Abscess. 
Signed: _________________________________________    Date: ________________

Witness: ________________________________________    Date: ________________
Facility Consent Addendum

Consent for Treatment:

I, the above named and undersigned patient, give my consent for care at and by the medical, nursing, and allied health professional staff of NJ Eye and Ear which may include routine diagnostic procedures and such medical treatment as Drs. Ende/Milgrim/Patel/Wasserman or his designees may find are needed.  I acknowledge that no promises or guarantees have been made to me about the results of any examinations, treatments or procedures I may receive while at NJ Eye and Ear.  

Release of Medical Records:

I authorize NJ Eye and Ear to release all or any part of my medical record to hospitals or medical service companies, insurance companies, workers compensation carriers, welfare funds or other organizations or agencies that may be concerned with the payment of costs related to my treatment and any other organization or agency to which the center is permitted to release such information under applicable laws.  In the event that I am transferred to a hospital post-operatively, I authorize NJ Eye and Ear to obtain a copy of the hospital discharge summary.

Financial Arrangements:

I authorize and direct my insurer or payor to pay directly to NJ Eye and Ear any or all benefits, up to the amount of my bill, accruing to me in connection with my treatment.  I agree that, in consideration of the services that were provided to me, I individually obligate myself to pay the amount promptly in accordance with the regular rates and terms of the facility.  I understand, therefore, that to the extent permitted under applicable laws and contractual arrangements, I am financially responsible to the center for any amounts not covered by insurance.  Furthermore, I understand that my insurer or payor may require certain health care services to be authorized before they are furnished to me.  I individually obligate myself to pay the account of the center with respect to the services that I choose to receive notwithstanding that my health insurer or payor has refused to give preauthorization for all or any portion of my services.  

Pre-Certification:

Your insurance company will be called to pre-certify your procedure.  Please make sure that we have the correct insurance information.  It is important to notify us if you have different plans for physician and hospital services.  I understand that the reimbursement may be sent to me instead of NJ Eye and Ear.  Upon receipt of the insurance payment, I will forward the check and the explanation of benefits to NJ Eye and Ear. In addition, understand that my insurance plan may still hold me responsible for a deductable and/or coinsurance.

Facility Charge:

When your procedure is performed at NJ Eye and Ear, there will be a facility fee included in your overall fee.  There is a charge for the use of NJ Eye and Ear’s procedure room included in your overall quote.  Fees will vary according to the type of procedure that is being performed.  Patient responsibility is dependent upon individual insurance plans.  

Collection Expenses: (excludes Medicaid and Medicare)

Should my account with NJ Eye and Ear be referred to an attorney or outside agency for collection, I will pay all reasonable collection expenses (including attorney’s fees) associated with the collection effort.  I acknowledge that all delinquent accounts will bear interest at the legal rate.

Professional Fees:

These are fees that are billed by Drs. Ende/Milgrim/Patel/Wasserman for his services in performing your procedure.  These fees are within the range considered usual and customary for this area.  Patient responsibilities will vary according to each insurance plan.  

Anesthesia:

The hospital or surgical facility outside of NJ Eye and Ear will have an anesthesiologist that will bill your insurance for their services.  Discuss with the facility directly any questions that you have pertaining to billing.

Biopsies:

If a biopsy is required during the course of your procedure, a tissue sample will be sent to a laboratory to be analyzed by a pathologist.  You may receive a separate bill from the pathologist.  Drs. Ende/Milgrim/Patel/Wasserman may not anticipate the need to perform a biopsy with your procedure but may need to make an intraoperative decision to due so without your verbal or written consent of that specific area.  You hereby give general consent for an unexpected biopsy to be performed during the routine course of your procedure.

Advanced Directive:

It is Drs. Ende/Milgrim/Patel/Wasserman policy regardless of an advanced directive or instructions from a healthcare surrogate or power of attorney that if an adverse event occurs during treatment, Drs. Ende/Milgrim/Patel/Wasserman will initiate resuscitative or other stabilizing measures and transfer you to an acute care hospital for further evaluation. Drs. Ende/Milgrim/Patel/Wasserman does not honor DNR orders at NJ Eye and Ear.

Clothing and Valuables:

I fully understand that the center is not responsible for any personal property brought in or retained in a storage area at any time.  I fully understand that any valuables should be given to a family member or other responsible party for safekeeping.  No reimbursement for lost or stolen items will occur.  You may call the Englewood, NJ police if you choose to do so.  

Acknowledgement of driving risks:

I have been informed by NJ Eye and Ear that I should not drive for at least 20 hours after completion of my procedure.  A responsible adult, upon discharge from NJ Eye and Ear will accompany me home and stay with me over night.  

Signature:___________________________________________ Date :_______________
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