CONSENT FOR OTOPLASTY (EAR SURGERY)
Patient’s Name

Date

PLEASE CHECK EACH BOX AFTER READING. If you have any questions, please ask your doctor.
I have been informed that I have the following condition(s):Lob Ear Deformity, Prominent Ears, Over-developed Conchal Bowl,
Other:

The procedure(s) to treat my condition(s) has/have been described as:

SURGICAL CONSIDERATIONS
 Incisions will be made in the back of the ear and the skin opened to expose the ear cartilage that shapes the ear. The cartilage will
then be surgically repositioned or reshaped in an attempt to improve appearance and function. The skin incisions will be closed
with sutures. I have been told and understand that a residual scar behind the ear can be expected. In most cases, especially in
children, the scar fades with time. However, the scar line may be permanent and, due to individual healing differences, may
require an additional procedure (scar revision) to attempt to minimize its visibility.
POST-OPERATIVE CONSIDERATIONS
 After surgery the ear will be covered with a bulky pressure dressing. Some surgical discomfort can be expected and is usually
controlled with medication. In rare cases, discomfort may be prolonged for several weeks. If surgery is done in a hospital, a stay
of a few days may be required.
 In a few days the bulky dressing will usually be removed, after which a light head dressing will be required for several weeks.
The area may exhibit some swelling and bruising.
 In some cases, as a result of the new ear position, the fold in the ear may appear more prominent.
 Patients, particularly children, should refrain from excessive or strenuous physical activity such as lifting, heavy labor, swimming
or sports activity for six weeks.
RISKS AND COMPLICATIONS


I understand that there are certain inherent and potential risks and side effects of any surgical procedure and in this specific instance such risks
include, but are not limited to:

 Bruising, swelling and discomfort for an indeterminate time.
 Residual or permanent scarring behind the ear.
 Infection which may require antibiotics. In cases of severe infection, hospitalization and additional treatment may
be required.
 Bleeding is usually slight, but may occasionally be excessive, in which case additional treatment may be required.
 Asymmetry of the ears - one side may appear different from the other.
 The operated ears may tend to return to their original position (relapse) requiring additional corrective surgery. This
is a particular risk when careful attention is not paid to prescribed post-operative instructions.
 A blood clot may occur at the site of surgery requiring drainage or a follow-up procedure.
 Failure to follow post-operative instructions may increase the risk of any of the foregoing.
 Some numbness of the skin of the ear may result. Usually it is temporary, but may rarely be permanent.
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NO GUARANTEE OF TREATMENT RESULTS
 No guarantee or assurance has been given to me that the proposed treatment will be curative and/or successful to my complete
satisfaction. Due to individual patient differences, there is a risk of failure or relapse, my condition may worsen, and selective retreatment may be required in spite of the care provided.
 I have had an opportunity to discuss my past medical and social history, including drug and alcohol use, with my doctor and I
have fully informed him/her of all aspects of my health history, recognizing that withholding information may jeopardize the
planned goals of surgery.
 I agree to cooperate fully with my doctor’s recommendations while under treatment, realizing that any lack of cooperation can
result in a less-than-optimal result, or may be life-threatening.
 If any unforeseen condition should arise during surgery which may call for additional or different procedures from those planned,
I authorize my doctor to use surgical judgment to provide the appropriate care.
 I consent to the taking of photographs, video or audio recordings and agree to be interviewed for medical, scientific, or education
purposes. Filming or photographing an operation may include my face and may reveal my identity.
 Otoplasty is a form of ear surgery performed to change the appearance of disproportionately large or prominent ears by
positioning them closer to the head.
 Ear surgery may be performed under local anesthesia (numbing of the area), often in conjunction with pre-operative sedation,
intravenous sedation or general anesthesia to help relieve anxiety.
 I have been advised and I understand that there is no guarantee that ear surgery will improve my appearance or correct any preexisting condition(s).
 I have been completely honest with my doctor regarding my motivation for undergoing ear surgery and realize that a new
appearance to my ears does not guarantee an improved life.
 If I use tobacco, I agree to cease all use of tobacco for 6 weeks prior to and 6 months after surgery. Failure to do so may have
serious negative effects on the success of my surgery.
CONSENT
I certify that I have had an opportunity to read and fully understand the terms within the above consent and the explanation made, and
that all blanks or statements requiring completion were filled in, and any inapplicable paragraphs were stricken before I signed. My
signature below indicates my understanding of my proposed treatment and I hereby give my willing consent to the procedure.

Patient’s (or Legal Guardian’s) Signature

Date

Doctor’s Signature

Date

Witness’ Signature

Date
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