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INTRODUCTION
THE FOLLOWING INFORMATION IS GIVE TO YOU SO THAT YOU CAN MAKE AN INFORMED DECISION ABOUT HAVING EYE SURGERY. TAKE AS MUCH TIME AS YOU WISH TO MAKE YOUR DECISION BEFORE SIGNING THIS CONSENT FORM. YOU HAVE THE RIGHT TO ASK QUESTIONS ABOUT THE PROCEDURE BEFORE AGREEING TO THE OPERATION.
A CORNEAL TRANSPLANT INVOLVES REPLACING YOUR DAMAGED CORNEA WITH THE CORNEA FROM A PERSON WHOSE FAMILY HAS AGREED TO CORNEAL DONATION.

THE CORNEA IS THE CLEAR MEMBRANE ON THE FRONT OF THE EYE. CORNEAL TRANSPLANTATION IS INDICATED WHEN YOU CAN NO LONGER SEE BECAUSE YOUR OWN CORNEA IS TOO CLOUDY, TOO SCARRED, OR TOO MISSHAPEN. IF NOT TREATED, CERTAIN CORNEAL CONDITIONS MAY CONTINUE TO WORSEN, LEADING TO FURTHER LOSS OF VISION, PAIN, DAMAGE FROM INFECTION, AND POSSIBLE LOSS OF THE EYES.

BASED ON THE FINDINGS OF HIS EXAMINATION, I WOULD LIKE THE DOCTOR TO PERFORM CORNEAL TRASPLANTION ON MY EYE. THE REASON FOR THIS SURGERY IS TO IMPROVE MY VISION, TO IMPROVE THE COMFORT OF MY EYE, OR TO IMROVE THE HEALTH OF MY EYE. THE SPECIFIC CREASON IN MY CASE HAS BEEN EXPLAINED TO ME TO MY SATISFACTION.

THE DOCTOR AS EXPLAINED TO ME THE ALTERNATE POSSIBILITIES, INCLUDING THE OPTION OF NOT HAVING SURGERY, HOWEVER, NO GUARATEE HAS BEEN MADE.

CONSENT FOR OPERATION

IN GIVING MY PERMISSION FOR CORNEAL TRASNSPLATION, I DECLARE THAT I UNDERSTAND THE FOLLOWING:

· A CORNEAL TRANSPLANT IS THE SURGICAL REPLACEMENT OF MY CORNEA WITH THAT OF A DONATED CORNEA.

· IT HAS BEEN EXPLAINED TO ME THAT DURING THE PLANNED OPERATION UNFORSEEN CONDITIONS MAY OCCUR THAT NECESSITATE AN EXTENSION OF THE ORIGINAL OPERATION. I REQUEST THAT THE DOCTOR PERFORM SUCH PROCEDURES ASARE NECESSARY AND DESIRABLE IN THE EXERCISE OF HIS PROFESSIONAL JUDGEMENT. THEAUTHORIZATION GRANTED IN THIS PARAGRAPH SHALL EXTEND TO ALL CONDITIONS THATREQUIERE TREATMENT, INCLUDING THOSE THAT MAY NOT BE KNOWN TO THE DOCTOR AT THE OF TIME THE OPERATION IS STARTED.

· I HAVE BEEN MADE A WARE OF CERTAIN RISKS AND COMPLICATIONS RESULTING FROM CORNEAL TRANSPLANT SURGERY WHICH COULD LEAD TO AN UNDESIRABLE RESULT. THESE INCLUDE BUT ARE NOT LIMITED TO:

· WORSENING OR PERMANENT LOSS OF VISION

· ADDITIONAL TREATMENT OR SURGERY

· REMOVAL OF THE  EYE

· BLEEDING

· REJECTION OF THE CORNEA

· INFECTION

· RETINAL DETACHMENT

· GLAUCOMA

· IRITIS

· DROOPY EYELID

· WOUND DEHISCENCE

· FILTERING BLEB

· OTHER UNFORESEEN COMPLICATIONS

I AM AWARE THAT THE PRACTICE OF MEDICINE IS NOT AN EXACT SCIENCE, AND I KNOW THAT NO GUARANTEES HAVE BEEN MADE TO ME CONCERNING THE OUTCOME OF THIS OPERATION.

FOR THE PURPOSE OF TEACHING AND LECTURING, I GIVE THE DOCTOR PERMISSION TO PHOTOGRAPH MY EYES DURING SURGERY AND TO HAVE ANY PERSON(S) CHOSEN BY HIM TO OBSERVE MY SURGERY.

THE BASIC PROCEDURES AND THE ADVANTAGES AND DISADVATAGES, RISKS AND COMPLICATIONS, AND ALTERNATIVE TREATMENTS HAVE BEEN EXPLAINED TO ME. ALTHOUGH IT IS IMPOSSIBLE TO INFORM ME OF EVERY COMPLICATION THAT MAY OCCUR, ALL MY QUESTIONS HAVE BEEN ANSWERED TO MY SATISFACTION. IN SIGNING THIS INFORMED CONSENT FOR CORNEAL TRANSPLANTATION, I AM STATING I HAVE READ THIS INFORMED CONSENT (OR IT HAS BEEN READ TO ME) AND I FULLY UNDERSTAND IT AND THE POSSIBLE RISKS COMPLICATIONS, AND BENEFITS THAT CAN RESULT FROM SURGERY.

	I A`GREE TO HAVE A CORNEAL TRANSPLANT AND 


                                                                            ON MY        RIGHT              LEFT EYE


	PATIENT SIGNATURE
	

	WITNESS
	

	DATE
	


