INFORMED CONSENT FOR CATARACT REMOVAL AND

IMPLANTATION OF AN INTRAOCULAR LENS

Introduction:

This information restates what you have discussed with Dr. Safran and his staff so you can make an informed decision about having eye surgery. A cataract operation is indicated only when you can not see normally due to reduced visual function due to the cataract.  You and Dr. Safran are the only ones who can determine if or when you should have a cataract operation.  Please take your time to read this informed consent.  You have the right to ask any questions before agreeing to have this surgery.

Consent for Operation:

In giving my permission for a cataract removal and implantation of an intraocular lens, I declare I understand the following information:

· Cataract surgery means the removal of the natural clouded lens of the eye by a surgical technique.  A clear intraocular lens will be implanted in the eye to replace the cataract and will be left there permanently.

· While most patients do very well following cataract surgery, I understand that the visual results of surgery can not be guaranteed by Doctor Safran in my case.

· As a result of surgery, it is possible that my vision could be made worse.  In some cases, complications may include bleeding, retinal detachment, glaucoma, infection, and haze of the cornea.  Further eye surgery could be indicated to treat these problems.  These and other complications could result in poor vision or total loss of vision in that eye.

· Despite careful measurements,  the prediction of your implant power is a calculated estimate. We cannot promise that you will not need glasses after surgery.  Most patients do require glasses at some point after cataract surgery.

· In some cases pre-existant eye problems such as glaucoma, aging of the macula and diabetic retinopathy may reduce the vision after the operation.

I agree to have cataract removal with an intraocular lens implant on my _______________eye.  I have adequately discussed the operation with my doctor and understand the above consent.

Date_______________________________

Patient’s Signature______________________________________________________

Patient’s

Name (printed)__________________________________________________

Doctor’s Signature___________________Witness_____________________________

