Consent for Microscopically Assisted Micrograft Hair Restoration

I _________________________ authorize Dr. Marc Dauer and his staff to perform microscopically Assisted Follicular Unit Hair Restoration.

I understand the reason for this procedure is to place hair in bald or thin areas.
Risks:  This authorization is given with the understanding that any operation or procedure involves some risks and hazards.  The more common risks can include the following: bleeding, pain, swelling of the forehead and eyes, bruising, numbness, temporary redness of the scalp, ingrown hairs, shock loss of the native hair in the recipient and donor areas and allergic reactions.  Some significant and substantial risks, but rare, in this particular operation include infection, poor or less than desirable results, scarring, and the need for additional transplant sessions.

Drugs and Anesthesia:

The administration of drugs and anesthesia, even local, also involves risks, most importantly, a rare risk of reaction to medications causing death.  I consent to the use of drugs and anesthesia as may be considered necessary by Marc Dauer, M.D.
Additional Procedures:

If my doctor discovers a different, unexpected condition at the time of the procedure, I authorize him to perform such treatment, as he deems necessary.

No Guarantee:

I understand that no guarantee or assurance has been made as to results of the procedure and that it may not cure the condition.

Permission of Photo use:

I give Marc Dauer, MD, The Dauer Hair Restoration, permission to use my photos on his website, photo book and/or be used for teaching purposes.  I understand that my face will be blocked out and my name will not be used without my permission.

Procedure plan: ____________________________________________________________________________________

Fee: $______________________________________ Notes: _________________________________________________

Questions and Answers:
I have read and fully understand this consent form, and understand that I should not sign this form if all items, including all my questions, have not been explained or answered to my satisfaction, or if I do not understand any of the terms or words contained in this consent form.
DO NOT SIGN UNLESS YOU HAVE READ AND FULLY UNDERSTAND THIS FORM! 

Date:  _____/_____/_____
  Time:  _______________
Witness:  _________________________________

Patient or Responsible Party:  _________________________________________________________________________

Medical Provider Declaration: I have explained the contents of this document to the patient or guardian and have answered all their questions, and to the best of my knowledge, I feel they have been adequately informed and have consented to the above procedure.

Date:  _____/_____/_____
  Time:  _______________
MD Signature:  ____________________________

