ALBANY REGIONAL EYE SURGERY CENTER
CONSENT FOR SURGERY & ANESTHESIA

______________________________  is scheduled for outpatient surgery at the ALBANY REGIONAL EYE SURGERY CENTER.

Name of Operation:   Cataract Extraction with Intraocular Lens Implant




Right Eye [  ]

Left Eye [  ]

     
     Surgeon: 
Dr. Jordan Kassoff  _______
    Dr. Lynch-Guyette ______

The advantages and disadvantages of outpatient surgery have been explained to me and I understand them.  I realize that following my operation, admission to a hospital might be necessary.  I agree to be admitted to ________________________ Hospital if my doctor decides it is necessary. 

I consent to the disposal of any tissues that are removed surgically. 

Following surgery, I will not drive myself home or use public transportation. 

I realize that, following administration of medication or anesthesia, my mental alertness may be impaired for several hours.  I will not make any decisions to participate in any activities that depend on full mental alertness during that time.  

IF APPLICABLE, I certify that at this time, I AM NOT PREGNANT.

To the best of my knowledge, all the answers to the questions I have been asked are true and I have not withheld any information. 

I hereby consent to the proposed operation and the administration of the necessary pre-operative and post-operative medications. 

I understand that all participating physicians at the Albany Regional Eye Surgery Center have varying degrees of financial interest in the facility and they have offered me an alternate site for the procedure.
__________________________________________
________________________

Signature of Patient/Guardian




Date

__________________________________________
________________________

Doctor







Date

__________________________________________
________________________

Witness to Signature Only




Date
