Division of Oral and Maxlllofacial Surgery, School of Dentistry. University of Minnesota

Consent for Biopsy Procedure

Patient's Name: Date

Y ou havetheright to be given pertinent information about your proposed surgery so that you
may make an informed decision as to whether or not to proceed. A biopsy isasurgical
procedurewhereby a sample of tissueistaken for microscopicstudy to determineif it isnormal..

In your case, theareaof concernis:

Itisplanned to:

A. Removethe suspected tissuetotally. If the biopsy reportis suspicious, it may be
necessary to return to the areato removeadditional tissuesto obtain a marginof safety.

OR

___B. Removeonly enough tissueto get a good sampl e, leaving the remaining tissue behind.
(Thisis usually donewhenthelesionislarge, it is suspected to be benign, or the removal
of al of it a thistimewould be unnecessarily difficult.) However, if the biopsy reportis
suspicious, the entire lesion may have to be removed later.

1.1 understand that a biopsy requires an incision(s) in my mouth or on the skin whichwill
require stitches, and sometimesthe remova of bonetissue. It has been explained that
there are certain risks associated with the surgery, including (but not limited to):

A.

[

— G

I

J.

Post-operativediscomfort and swelling that may requireseveral daysof at-home
recuperation.

B. Prolonged or heavy bleeding that may require additional treatment.
C.
D
E

Postoperativeinfection that may require additional treatment.

. Stretching of the comers of the mouth that may cause cracking and bruisingand

which may heal dowly.

. Restricted mouth opening for several days. Sometimesrelated to swelling and

muscle soreness and sometimesrelated to stresson thejaw joints (TMJ)
Reactionsto medications, anesthetics, sutures, ec.

I nj ury to sensory nerve branchesin the area of the biopsy which may resultin
pain or atingling or numb feelingin the lip, chin, tongue, cheek, gumsor teeth,
or in areasof the skin of theface. Usually thisdisappearsslowly over severa
weeks or months, but occasionally the effects may be permanent.

. If bonetissueis removed, healing may takelonger, some complicationsmay be

morelikely (for example, bleeding), and the biopsy report may take longer dueto
special processing requirement.

Openinginto thesinus (a normal bony chamber abovethe upper back teeth)
requiring additional treatment.

Other:
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2. It has been explained to me that during the course of surgery unforeseen conditionsmay

be revealed which may necessitateextension of the original procedureor adifferent
procedurefrom that planned. | authorizemy doctor to perform such additional
proceduresas are necessary in the exerciseof professional judgment.

3. Theanesthetic | have chosenfor my surgeryis.

O Loca anesthetic

O Locd anesthetic with nitrous oxide/oxygen analgesia
[J Local with oral premedication

O Generd anesthesia

4. Anestheticrisksincludediscomfort, swelling, bruising, infection, and alergic reactions.

There may be inflammation at the site of an intravenousinjection (phlebitis) which may
cause prolonged discomfort and/or disability and may require special care. Nauseaand
vomiting, although rare, may be unfortunateside effectsof IV anesthesia. Intravenous
anesthesiais a seriousmedica procedureand, although considered safe, carrieswith it
therisk of heart irregularities, heart attack, stroke, brain damageor death.

S} Xour obl|gat|on5|f IV anesthesiais used:

Because anesthetic medi cationscause prolonged drowsiness, you must be
accompanied by aresponsibleadult to drive you home and stay with you until you are
sufficiently recoveredto care for yourself. Thismay be up to 24 hours.

B. During recovery time (24 hours) you should not drive, operate complicated
machinery or devices, or make important decisionssuch as signing documents, etc.

C. You must haveacompletely empty ssomach. It isvital that you have nothing to eat
or drink for eight (8)hoursprior toyour anesthetic. Todo otherwisemay be
life-threatening.

D. However,itisimportant that you take any regular medications (high blood pressure,
antibiotics, etc.) or any medicationsprovided by thisoffice, usinga small sip of
water.

6. | understand that | may be given appointmentsfor long-term follow-up care after my
biopsy, evenif the biopsy report isbenign. | recognizetheimportance of returningfor
suchfollow-upwhich, if not done, may alow progressionof my condition to a state
requiringadditional care or further surgery, or the lesion may recur and become athreat
to my hedlth. | agreeto comply by regularly scheduling exams asinstructed and to notify
thisofficeif | suspect achangein my condition.

7. lunderstand that no guarantee can be promised and | give my free and voluntary consent

for treatment. My signature below signifiesthat all questions have been answered to my
satisfactionregarding thisconsent and | fully understand the risksinvolvedin the
proposa surgery and anesthesia. | certify that | speak, read and write English.

Patient's (or Legal Guardian's) Signature Date
Doctor's Sgnature Date
Witnesss Sgnature Date
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