



IMAGE GUIDED ENDOSCOPIC SINUS SURGERY + SEPTORHINOPLASTY +/- COBLATION TURBINOPLASTY +/- SMR TURBINATES  +/- LATERA  IMPLANTS 

RISKS AND COMPLICATIONS OF PROCEDURE
The following is a list of possible complications for your proposed surgery. Though some complications are rarer than others, they could occur. In any human endeavor, there are many unknowns. Hence, it is impossible to have a complete list of all possible complications. If you are not satisfied with any explanation, please feel free to postpone the surgery until you believe that the potential benefit of the surgery outweighs the risks. Please discuss possible anesthesia complications with the anesthesiologist, as he/she is responsible for the delivery of the anesthesia. In cases where there is a pathologist for interpretation, it is the responsibility of the pathologist to render the diagnosis. If you have concerns or desire further explanation, please do not hesitate to ask.
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1. Postoperative Infection
2. Bleeding
3. Pain/Discomfort
4. Loss of Sense of Smell
5. Dental Numbness
6. Recurrence of Deviation and/or Turbinate Swelling
7. Septal Perforation
8. Damage to the Orbit (Diplopia & Loss of Vision)
9. Intracranial Complications (CSF, Leaks, Stroke, Focal Neurological Deficits)
10. Failure to improve symptoms
11. Crusting lasting weeks to months
12. Recurrence of symptoms
13. Empty Nose Syndrome
14. Change to the appearance of nose. In this case cosmetic surgery may not be covered. 
15. Rare Possibility of Airway obstruction and Death

16. Fee Disclosure: I have been informed of the uninsured fees associated with my procedure before receiving the service.
17. Physician Discussion: My physician has explained the fees, and I have had the opportunity to ask questions and request clarification.
18. Publicly Funded Alternatives: My physician has informed me of comparable publicly funded services, where applicable.
19. Financial Responsibility: I understand the fees associated with my procedure and acknowledge my responsibility for payment. I understand that I may request a detailed invoice.
20. Voluntary Consent: I understand that payment of uninsured fees does not provide preferential access to insured medical services and that my access to insured care is not dependent on purchasing optional uninsured services.
21. I acknowledge that the fees and available alternatives have been explained to me by my physician, that I have had the opportunity to ask questions, and that I consent to the uninsured services and associated charges outlined above.

*If you wear eye glasses, please bring them to the hospital with you.
I have read and understood this form. ________ (Initial)
I have received answers to all my questions to my satisfaction. ________ (Initial)
I understand and accept the risks associated with this surgery and wish to proceed.

___________________________
Name of Patient

___________________________
Date

_____________________________
Signature of Patient or Guardian

__________________________
❏   Anil Sharma, MD
❏   Russell Murphy, MD 

*** Please bring this signed form with you on the day of Surgery ***
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