TRIGGER FINGER SURGERY

Tendons, which are responsible for flexing the fingers, pass through anatomic structures called
“pulleys™ within the palm and fingers. Inflammatory changes within tendon structures cause
restriction of normal tendon motion. The usual solution for treating a trigger digit is surgery to open
the pulley that is obstructing the nodule and keeping the tendon from sliding smoothly.

Patient’s
Initials

The details of the procedure including the anticipated benefits and material risks have been
explained to me in terms | understand.

Alternative methods and therapies, their benefits, material risks and disadvantages have been
explained to me.

| understand and accept that the most likely material risks and cemplications @ftrigger, finger
surgery have been discussed with me and may include but are not limitedyte

o allergic reaction to topical preparations e pain

e Dbleeding e sgarring

e change in skin sensation o 4 skin contour irregularities
e damage to associated structures e tendon scarring

e infection e unsatisfactory results

e nonimprovement

| understand and accept that there are complieations, including the remiote risk of death or
serious disability, that exist with any surgicalprecedure.

| understand and accept the risks of ddleod transfusien(s) that may be necessary.

| understand that tissue cannot heal witheut scarring and that how one scars is dependent on
individual genetic characteristics. The physician will do his/her best to minimize scarring but
cannot control its ultimate appearance.

| am aware that smokingéduring the pre=and pesteperative periods could increase chances of
complications.

I have informed the doctor ofiall my“known allergies.

| have informed the doctor of allymedications | am currently taking, including prescriptions,
over-the-countémremedies, herbal therapies and supplements, aspirin, and any other
recreational drug oraleehol use.

| have been advised whethemhshouldavoid taking any or all of these medications on the days
surrgunding the precedure.

l)@m aware and accept that no guarantees about the results of the procedure have been made.
| have been advised of the probable consequences of declining recommended or alternative
therapiess

Ihave been infarmed of what to expect postoperatively, including but not limited to:
estimated recovery time, anticipated activity level, and the possibility of additional procedures.
| understand that'any tissue/specimen removed during the surgery may be sent to pathology
for evaluation.

The doctor has answered all of my questions regarding this procedure.

| certify that | have read and understand this treatment agreement and that all blanks were filled in
prior to my signature.
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| authorize and direct , M.D., with associates or assistants of his or her choice,

to perform trigger finger surgery on at ,
on my: (patient name) (name of facility)

Q right Q left

(finger) (finger)

| further authorize the physician(s) and assistants to do any other procedure th ir judgment may

be necessary or advisable should unforeseen circumstances arise during the

Relationship to Patient

Patient or Legal Representative Signature/Date/Time

Print Patient or Legal Representative Name i ignature/Date/Tim

Physician

copy given to patient
initial
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