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Consent for Surgery 
  __ OF __   (one or more documents may be required for each operation) 
 
Surgeon: Dean G. Karahalios, M.D. 
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General Provisions: 
 

1) Surgeon.  I understand that Dr. Karahalios will be performing my operation. 
2) Qualifications.  I have sufficient knowledge of Dr. Karahalios’ expertise and am satisfied with his qualifications. 
3) Good Faith.  I understand that Dr. Karahalios will apply his skill to the best of his abilities on my behalf.  However, I 

also understand that surgery is an imperfect art, and accept that I may not derive benefit from this operation. 
4) Diagnosis.  My present medical condition has been explained to me. 
5) Rationale.  I understand the purpose of the proposed operation. 
6) Description of Procedure.  The recommended surgical procedure (as identified on the reverse side of this document) has 

been explained to me using descriptive language and/or models and diagrams.  I understand that my surgery may be 
staged (performed in multiple parts).  I am satisfied with my present understanding of the operation. 

7) Risks.  I understand that this procedure has risks (which are listed on the reverse side of this document).  I am aware of 
the chances of certain complications. I have reviewed this list of risks, and understand that one or more problems can 
occur before, during, or after surgery. I understand that there may be other potential complications which are not listed.  

8) Benefits.  I understand the potential benefits of surgery, and the chances of success. I understand that no guarantees or 
warrantees are made regarding the success of surgery. 

9) Alternatives.  Other options instead of surgery (including no treatment) have been discussed with me, and I understand 
the risks of non-operative approaches. 

10) Recovery.  I understand what to expect after surgery, including the time it will take to recover. 
11) Cost.  I am aware of the cost of the operation, and whether it will be covered by my health insurance. 
12) Financial Disclosure.  Dr. Karahalios may utilize instruments, implants, and other products from companies in which he 

has a business or financial interest.  I feel that there is no conflict of interest, and understand that Dr. Karahalios will use 
products and services that are most appropriate for my care.   

13) Regulatory Issues.  Neurosurgery is a rapidly evolving specialty.  Many new techniques may involve the use of 
instruments, devices, or implants which are not FDA approved for the exact type of surgery I am having, but I understand 
that they may be used by surgeons on an “off label” basis. The risks associated with new technology may not be 
completely understood. 

14) Personnel. While Dr. Karahalios will perform the critical portion of the operation, there may be others involved as well 
including associates/partners, physician assistants, nurses, residents, and medical students. 

15) Visitors.  I understand that other individuals may be present in the operating suite during my procedure including (but not 
limited to) visiting surgeons, medical industry representatives, administrators, photographers, and journalists. Strict 
operating room procedures and decorum will be enforced at all times. 

16) Privacy.  I understand that my operation and/or radiographic images may be filmed and/or recorded to assist in my care.  
These media may also be reproduced and/or published for teaching, academic, and other purposes.  I understand that my 
privacy will be respected, and identity kept strictly confidential at all times. 

17) Questions.  I have been given the opportunity to have all of my questions answered. 
 

I have read and understand the general provisions of surgery as outlined above, as well as the specific risks itemized on the reverse 
side of this document.  I wish to proceed with surgery. 
 

______________________       _________    ____________________         _________ 

Patient/Guardian Signature   Date    Witness Signature                    Date 

 

______________________ _____________________  ____________________       __________________ 

Patient/Guardian Name (Printed) Guardian Relationship  Witness Name (Printed)      Physician Signature 
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