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Shave Biopsy Procedure Consent


1. I hereby authorise the doctor to perform upon me the following surgical procedure: Shave Biopsy of Skin.                       

2.I have discussed the purpose, the benefits/risks and side effects of Shave Biopsy with the doctor. The nature of the procedure has been fully explained to me.

3. I consent to the administration of anaesthesia under the direction of the doctor.

4. I understand that the risks of Shave Biopsy Procedure include, but are not limited to:

1. the doctor being unable to do Shave Biopsy Procedure on the day
1. fainting after or during the procedure (this may require prolonged observation or an injection)
1. changes to bleeding
1. infection*
1. Scarring
1. Pain, Swelling, Redness
1. Hyperpigmentation
1. Scabbing
1. Suture Breakage/Wound Dehiscence

5. I acknowledge that no guarantee or assurance has been made to me regarding the results that will be obtained from this procedure.

6. I authorise the staff of AIM Health Melbourne Student Medical Centre to administer all necessary first aid and/or resuscitation measures in the unlikely event that an adverse or anaphylactic reaction occurs.

[bookmark: _Hlk85575000]7. I certify that I have read and fully understand the above consent to Shave Biopsy and the associated explanations given by the doctor. All my questions have been answered to my satisfaction.



Client's signature: _________________                

Date: ________________________



Doctor's name : _______________     

Signature: ________________________
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