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DR. {OSE BARRERA
FACIAL PLASTIC SURGERY




Texas Facial Plastic Surgery and ENT

555 East Basse Rd, Ste 201

San Antonio, TX 78209

Office: 210-­‐468-­‐5426; Fax: 210-­‐468-­‐3282

Consent form for Face Lift / Neck Lift  and Midface Lift / S Lift

Below we have provided the text of our facial consent form. Other forms may be used in the case of some of our procedures. For further details please contact us.

1. I hereby request Dr. Barrera to perform “face lift”/ “neck lift” surgery on:......
2. The procedure listed in Paragraph 1 has been explained to me by the doctor and/or his staff and I completely understand the nature and consequences of the surgery. The following points have been specifically made clear:

A. That medicine is not an exact science and complications such as death, although extremely rare, may occur. B. That swelling, bruising and mild discomfort usually occur. C. That no guarantees with respect to the final outcome and its longevity can be offered. D. That infection is possible. E. That sensation may be altered or completely lost. F. That function may be altered and that rarely injuries to the facial motor nerves can occur, resulting in weakness of facial muscles. G. That delayed wound healing and/or poor scarring may occur. H. That revisions may be necessary. I. That the healing process takes time and the final result will not be readily visible for many weeks and possibly months. J. That bleeding may occur and should blood collect (a hematoma), this may require further surgical treatment. K. That skin loss may occur and that smoking may cause this problem. L. That chronic or persistent problems may occur which require treatment. M. That asymmetry (one side of the face does not match the other side) is possible. N. That small areas of temporary or permanent hair loss may occur.

3. I understand that a “S” Lift or an endoscopic midface lift is essentially a mid face lift and not a neck lift. As such the improvement of the neck is limited.

4. I recognize that, during the course of the operation, unforeseen conditions may necessitate additional or different procedures than those set forth above. I therefore further authorize and request that the above-named surgeon, his assistants or his designees perform such procedures as are, in his professional judgment, necessary and desirable, including, but not limited to, procedures involving pathology and radiology. The authority granted under this Paragraph 3 shall extend to remedying conditions that are not known to the above doctors at the time the operation is commenced.

5. I understand that transverse forehead lines, deeps glabellar creases and transverse lines at the root of nose can be improved by brow lifting but these lines cannot be eliminated.

6. Similarly crow’s feet lines can be improved to some degree but never eliminated.

7. Malar pouches below the eyelid bags do not disappear after face lifting and occasionally are accentuated during the immediate post operative period.

8. Nasolabial folds can be softened but they can never be eliminated.

9. “Marionette lines” from the corner of the mouth to the border of the jaw never disappear completely.

10. A short neck precludes an ideal cervicomental angle. (i.e.) neck lift.

11. “Ptotic” or hanging salivary glands are at angle of your jaws are difficult to deal with.

12. Skin has numerous fine wrinkles and they may need a chemical peel or laser.

13. Smoking increases the risk of skin slough. “Rees and Colleagues” have reported a risk of skin slough 12 times greater than non-smokers. Patients are requested to stop smoking for two weeks. However the risk in smokers remain.

14. I consent to the administration of anesthesia, and/or deep sedation, to be applied by or under the direction and supervision of Dr. Barrera or such anesthesiologists as he selects and to use such anesthetics as may be deemed advisable, with the exception of ................(None or a particular one)
15. I am aware that the practice of medicine and surgery is not an exact science, and I acknowledge that no guarantees have been made to me as to the results of the operation or procedure.

16. I consent to be photographed before, during and after treatment, that these photographs shall be the property of Dr. Barrera and may be published in scientific journals and/or shown for scientific or educational reasons.

17. I agree to keep Dr. Barrera informed of any change of address so that he can notify me of any late findings, and I agree to co-operate with the doctor and his staff in my care after surgery until completely discharged.

18. I have read the above consent and fully understand the same and do authorize Dr. Barrera to perform this surgical procedure on me.

19. I am not known to be allergic to anything except: (list) ...........
20. I do not desire to have further explanation, discussion or description of the operation, anesthesia or risks involved.

_______________________________________________ Name of Patient (please print)
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____________

Date

Signature of Patient

_______________________________________________ Name of Witness (please print)
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___________

Date

Signature of Witness

_______________________________________________ Signature of Practitioner



___________

Date

