REMOVAL OF SUSPICIOUS SKIN LESION CONSENT FORM
NAME OF PATIENT: _______________________________ DATE OF BIRTH: ______________

ADDRESS:
___________________________________________________________________

I hereby consent to undergo the removal of a suspicious skin lesion

_________________________________________________________________________________

The procedure, alternatives and risks have been explained to me, in clear terms, by Dr Buckley. 

Dr  Buckley has informed me about the N.C.C.P. guidelines and offered a referral to the Cork Pigmented Lesion Clinic. However, I have opted to have the procedure done by 

Dr Buckley in The Ashe Street Clinic.

I also consent to such further or alternative operative measures or treatment as may be found necessary during the course of the operation or treatment and to the administration of local or other anaesthetics for any of these purposes.

I understand that the treatment itself may not be 100% safe or successful and that there may be unexpected complications following the treatment particularly relating to pain, bleeding, blistering, infection, scarring, pigment changes, delayed wound healing or recurrence.  The doctor has answered all my questions relating to this surgery.  












        YES     NO
1. Do you have a pacemaker? …………………………………………………….



2. Have you had any blood borne infectious diseases in the past? 

3. Do you suffer from diabetes?.......................................................................




4. Are you on Aspirin tablets  or blood thinner medications ..........................




   (e.g. Aspirin, Warfarin, Persantin, Plavix, Eliquis, Pradaxa, Xarelto)

5. Are you allergic to local anaesthetic or natural rubber (latex) ……………..




6. For women only – Are you pregnant? ……………………………………………..





PATIENT SIGNATURE:  ______________________________ 
DATE:  _______________

I confirm that I have explained the nature and effect of this operation/treatment to the person who signed the above form of consent.

SIGNATURE OF DOCTOR: ____________________________
DATE:   _______________ 












        YES     NO
Patient Information Leaflet Issued:       




                
Copy of this consent form given to patient:  




                
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