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CONSENT FORM

ThIS form is des gned to provxde yau with the 1nf0rmatton yeu need to make an mformed demsmn on whether or not to haVe' ,
; Scierotherapy performed. If you have ¢ any quest ions or do not understand any petentna! medical nsks please do not hesﬁate o
ask befare signing this form. , ~ .

|authorize Dr. Debarah Martm M. a CCF = (E M } and/or ass;stants to m;ec’: asc(erasmg sa utxon mta my aﬁected vems fmr, -
for the purpose of attemp‘tmg toi sm mve the symptoma’fo!ogy and appearance of my egs . ;

| understand that a!tematwe trea’tments fcr var;cose veins exnst and that sc erotherapy may no’c be eﬁectxve in every case.

The nature of the procedure to be performed has been expiamed io me, and | understand that among the nsks are bmismg,i .
_ swelling of the leg, pain, xtchmg, pigmentation, ankle swelling, phi ebi’ﬂs skin necrosxs (wound and scars), secondary
; teiangaectasxes (spider vexns) and all ergzc reac’ﬁons ; '

| am aware that i in addition to the mmor risks &peciﬁcai y described ahove there are other nsks that are very rare, sueh as
infection, fainting, lower blood pressure, inflammation of the deep venous system with formation of a ihmmbus (cl ot),
intraarterial mjec’ﬁon or air embolism and nerve compresston

| hereby amhorxze Dr. Deborah Martin, M. D CCF P (E M. 3 and!ar assxstants 1o perfem any cther treatment whsch may deem -

necessary shﬁuld they encounter any unfareseer; condition dur ing ihs course of treatment eg. atlerg;c reactmn treatmeni

| know that the practice of Mediame anﬂ Surgery is nat an exact science, and therefcre, reputable pracﬂtmners cannot
guarantee results. No guarantee or assurance has been given by anyone as to the resulis that may be obtained.

| have had sufficient opportunity to discuss my condition and proposed treatment and all my questions have been answered 1o .
my satlsfactmn believe thatl have adequaie knowledge on whmh io base an mfermed cansentto the pmpmsed treatment.
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