
Look Great MD 
Informed Consent/Patient Agreement 

 
To be completed by the patient, parent, or guardian and signed by the health care provider. 

 
Read each item below and initial in the space provided if you understand each item and agree to follow your health 
care provider’s (provider) instructions.  A parent or guardian of a patient under age 18 must also read and 
understand each item before signing the agreement. 
 
Do not sign this agreement and do not accept any surgeries if there is anything that you do not understand of 
all the information you have been given. 
 
I, ____________________________________, give permission to Look Great MD, their physicians and any 
additional medical staff to perform ________________________________________________________________.  
I also understand that the physician may be assisted by other staff members, such as nurses, surgical technicians, and 
similar personnel.   

 
• I consent, authorize and request the administration of such anesthetic or anesthetics as are deemed suitable 

by the physician.  It is the understanding of the undersigned that the physician will have full charge of the 
administration and maintenance of the anesthesia, and that this is an independent function from the surgery. 

• If any foreseen conditions arise in the course of this procedure calling in his/her judgment for procedures in 
additional to or different from those now contemplated, I further request and authorize her to do whatever 
she deems advisable and necessary in the circumstance. 

• The nature, purpose, risks of the procedure, possible alternative methods of treatment and possibilities of 
complications have been fully explained to me.  

 
_______ I understand and consent to the above statements: 

 
An informed consent requires that the following complications are made known to you, most of these are extremely 
rare.  All must be considered. 
 

1. Medications:  All forms of surgical anesthesia or sedation, whether administered locally or generally, carry 
risks including the possibility of complication, injury, convulsions, coma and even death.  Other reactions 
can include nausea, vomiting, allergic reactions with skin rash and itching.  There is the possibility that 
large volumes of fluid containing dilute local anesthetic drugs and epinephrine that is injected into fatty 
deposits during surgery may contribute to fluid over-load or systemic reaction to these medications.  
Additional treatment including hospitalization may be necessary.   

2. Edema (swelling): This occurs to some degree in every post-procedure area.  It may last a number of days.  
You will be given special instructions if it is appropriate. 

3. Bleeding: This is controlled at the time of the procedure by sutures, electro-coagulation or pressure 
dressings.  Hematoma (blood clot) may require removal.  Spotting of blood may occur on dressings.  In 
very rare cases, extensive bleeding or other complications could require hospitalization and blood 
transfusion.   

4. Infection: This is rare and is treated with antibiotics, or may require surgical drainage. 
5. Numbness: In cutting the skin, small nerve endings are also cut, which can result in numbness are or 

adjacent to the procedure area.  Sensation usually returns in a matter of months as the small nerve endings 
regrow.  Rarely, a permanent area of numbness remains.  Facial nerve paralysis (permanent numbness of 
face) is an extremely rare complication of facial areas. 

6. Scarring: A scar develops when the skin is cut.  Sometimes the scar can become thick, hyper or hypo 
pigmented (darker or whiter), due to genetic factors, malnutrition, local micro trauma, stress or unhealthy 
life style as smoking, drinking, “white” nights.  Bad scars or unfavorable results can be fixed by performing 
a revision or touch up a couple of months after the main procedure.  Although the incisions created for 
facial aesthetic surgeries are minimal and good wound healing after a surgical procedure is expected, 
abnormal scars may occur within the skin and deeper tissues in rare cases.  Such scars may be unattractive 
and of a different color than surrounding skin.  Additional treatments, including surgery, may be necessary 
to treat abnormal scarring.   I have no known history of thickened (hypertrophy or keloid) scarring.  These 



may occur if I am prone to their development.  I acknowledge that no warranty or promise regarding the 
eventual appearance or permanence of results has been made. 

7. Necrosis of the Skin: Necrosis occurs when a portion of skin dies.  There is a dark scab at the incision site 
usually because of surgery trauma couples with high risk factors as chronic diseases (hepatitis, HIV, 
diabetes, etc), previous surgeries in the proximity, malnutrition, smoking, drinking, and etc.  There can be 
successive minor surgeries in order to shorten this healing process and to obtain the best results. 

8. Respiratory and Heart Failure: These are extremely rare complication of anesthesia.  They are, however, 
known risks. 

9. Delay Healing: Occasionally, during the healing process, an incision can re-open.  Should you require 
additional surgery, additional charges would be involved.  Please be sure that are aware of your medical 
history, including but not limited to diabetes, heart trouble, lung or liver problems, kidney dysfunction, 
serious accidents, injuries, problems with pregnancy, high blood pressure, or bleeding problems.   

 
______ I understand and consent to the above statements.  
 
______ I understand that an unusual or serious complications requiring admittance or re-admittance to a 
hospital or surgi-center is not covered by way of cost or charges quoted in connection with this procedure.  In 
addition, I have been made aware that such complications could require the service of additional physicians and 
none of these fees or charges are included. 
 
______ I consent to the disposal, by Look Great MD, of any tissue or parts, which may be removed. 
 
______ For the purpose of advancing medical education, I consent to the admittance of observers to the surgical 
suite.  
 
_______ I authorize the physician to perform any other procedures which she/he may deem necessary or 
desirable to correct any unforeseen condition encountered during the procedure for the purpose indicated above.   
 
_______ I have been informed of the alternatives and the reasonable foreseeable benefits and risks of the 
procedure(s) to which I am consenting, and I am making a knowledgeable evaluation, having had an 
opportunity to ask whatever questions I think are appropriate to make an informed decision.  I recognize that 
explanations cannot be exhaustive, that some risks are too commonly known to warrant specific disclosure, and 
those other risks and complications may occur.  
 
_______ I understand that although surgical procedures are based on anatomical facts and biological science, 
the field of medicine and surgery is not an exact science, and is perpetually evolving.  As such, there are no 
guarantees of exact surgical outcomes.  The only guarantee is that of the best efforts of the operating surgeon to 
achieve the desired results.  I understand that there may be minor variations in symmetry of the surgical results 
due to unpredictable healing, that it is nearly impossible to achieve exact symmetry of the operated area, and 
that minor asymmetry is actually a normal feature of the human body even without prior surgery.   
 
_______ I understand that the healing process can take many months, and in some cases such as revisions, may 
take years to complete.  
 
______ I am aware that any surgical procedure carries the risks of requiring unforeseen further corrective 
action, whether by medicinal or surgical intervention, and that revision procedures are not included in this 
consent form.  I understand that any necessary revision procedures are not included in the original cost of this 
procedure, and will be arranged for on a separate evaluation..  
 
______ I recognize that any computer imaging used pre-operatively is for surgical planning and represents a 
simulated possible surgical outcome.  Because the human body can heal unpredictably, digital imaging is not a 
guarantee of results and that variations in actually results may occur.    
 
______  I agree to allow Look Great MD to take pictures of the area to be treated before, during and after the 
treatment for reference purposes.  I understand this information will be kept strictly confidential and will not be 
released without my consent. 

 
 



 
 
 
I certify that I have read and had explained to me and fully understand the above consent and operative 
permit; that the explanations therein referred to were made and I accept the fully responsibility for these or 
any other complications which may arise or result during or following the surgical procedure(s) which is to 
be performed at my request according to this consent and operative permit; that all blanks or statement 
requiring insertion or completion were filled before I signed. 

 
Client Name: ____________________________________________  Date:_____________ 
 
Consultant: ______________________________________________  Date:_____________ 
 
Physician: _______________________________________________  Date:_____________ 

 
 

 
If the client is a minor, complete the following: 
 
Patient is a minor ______ years of age and, I the undersigned, am the parent or guardian of the patient and, do 
hereby consent of the patient. 
 
Parent/Legal Guardian: ________________________________________  Date:_____________ 
 
Consultant: _________________________________________________  Date: _____________ 
 
Physician: _________________________________________________  Date: _____________ 
 
 
If there is a language barrier, the person who signed below is the person who interpreted the consent for the patient. 
 
Name (print): _________________________________________________________________________________ 
 
Signature: _________________________________________________  Date: ______________ 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 



 
Tobacco Smokers and Social Drugs Consent 

 
I understand that tobacco smoking increases health risks.  Dr. Christopher R. Hove and staff have advised me to stop 
smoking and, if that is not possible, to drastically reduce the amount of my smoking, and to discontinue all smoking 
for two weeks before and two weeks after my surgery. 

 
If have been explained to me that there is decreased circulation secondary to smoking of tobacco and/or marijuana 
an that this can cause a delay in wound healing as well as skin breakdown, skin loss and scarring. 
 
As a smoker, I understand that the surgery will have to be more conservative and less aggressive than usual to try to 
avoid these complications, which may still occur, deposit the doctor’s best efforts to avoid them. 
 
This has been fully explained to me and I relieve Dr. Francis DeLone and staff from any responsibility related to the 
increased risks from my smoking habits. 

 
 
 

Name of client (print): ___________________________________________________________________________ 
 
Signature of Client: _________________________________________________ Date:_________________ 
 
 
I am a non-smoker of tobacco. __________________________________________________ 
      Signature of Client 
 
I do not use social drugs.  __________________________________________________ 
      Signature of Client 
 
 
 
 
 
Signature of Consultant: ______________________________ _______________ Date: ________________ 
 
 
 
 
 
 
 
 
 


