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Patient Consent Form for
LOWER LID ECTROPION
SURGERY



Patient details (or preprinted label on both copies)



Patient’s surname/family name __________________
Patient’s first name ___________________________
Date of Birth ________________________________
NHS number (or other identifier) _________________



Male        Female



PLEASE PRESS HARD AND USE A BLACK BALL POINT PEN



Responsible health professional ____________________



Special requirements_____________________________
(eg. other language/other communication method)



Manchester Royal Eye Hospital



CM12530



Copy accepted by patient:  Yes / No (please circle) Patient’s Notes



Name of proposed procedure: Right / Left / Bilateral lower lid ectropion correction (delete as required) with
lateral tarsal strip / lateral canthopexy/ wedge resection +/– medial spindle (delete as required) + full thickness
skin graft (delete as required) 



Statement of health professional (to be filled in by health professional with appropriate knowledge of proposed procedure
as specified in consent policy)



■■ I confirm that I am capable of undertaking this procedure



■■ I confirm that whilst I am unable to undertake this procedure, I have received specific training to obtain consent for
this procedure



I have explained the procedure to the patient. In particular, I have explained:



The intended benefits: To correct the lower lid position / to improve watering/ to improve lid closure (delete as required)
Serious or frequently occurring risks:
Events occurring during surgery: 
Examples include: bleeding / eye or orbital tissue damage with damage to vision including blindness (extremely rare –
less than 0.1%) – risks from general anaesthesia including loss of life.
Problems after surgery:
Scarring / bleeding requiring a return to theatre or a blood transfusion (extremely rare – less than 0.1%) / infection /
overcorrection with entropion / lower lid retraction / eye irritation / granuloma formation / watery eye / problems related
to the skin graft (failure, thickening, contraction, change of colour) / tender lump at outer aspect of the eye / recurrence
of ectropion / possible need for revision surgery.



Some risks are specific to the patient (e.g, ethnicity predisposing to excessive scarring)



■■ The patient has been given the ectropion leaflet 



The patient agrees to photography / video of the procedure and subsequent use for teaching / publication   Yes / No
(delete as appropriate)



This procedure will involve: 



general anaesthesia / local anaesthesia / local anaesthesia with i.v. sedation (delete as required)



Signed:     Date:



Name (PRINT)   Job Title:



Contact details (if patient wishes to discuss options later) 



Statement of Interpreter (where appropriate)
I have interpreted the information above to the patient to the best of my ability and in a way in which I believe s/he can
understand. 



Signed:     Date:



Name (PRINT)   



       



PR
OO



F










Patient Consent Form for

LOWER LID ECTROPION

SURGER Y

Patient details (or preprinted label on both copies)

Patient’s surname/family name__________________

Patient’s first name___________________________

Date of Birth________________________________

NHSnumber (or other identifier)_________________

Male         Female

PLEASE PRESS HARD AND USE ABLACK BALLPOINT PEN

Responsible health professional ____________________

Special requirements _____________________________

(eg. other language/other communication method)

Manchester Royal Eye Hospital

CM12530

Copy accepted by patient:   Y es / No (please circle) Patient’sNotes

Name  of  proposed  procedure:  Right  /  Left  /  Bilateral  lower lid ectropion correction (delete as required) with

lateral  tarsal  strip  /  lateral  canthopexy/  wedge  resection  +/– medial spindle (delete as required) + full thickness

skin graft 

(delete as required) 

Statement  of  health  professional 

(to  be  filled  in  by  health  professional with appropriate knowledge of proposed procedure

as specified in consent policy)

■

I confirm that I am capable of undertaking this procedure

■

I  confirm  that  whilst  I  am  unable  to  undertake  this  procedure, I have received specific training to obtain consent for

this procedure

I have explained the procedure to the patient. In particular , I have explained:

The  intended  benefits: To   c o r r e c t   t h e   l o w e r   l i d   p o s i t i o n   /   t o   i m

p

rove watering/ to improve lid closure 

(delete as required)

Serious or frequently occurring risks:

Events occurring during surgery: 

Examples  include:  bleeding  /  eye  or  orbital  tissue  damage  with damage to vision including blindness (extremely rare –

less than 0.1%) – risks from general anaesthesia including loss of life.

Problems after surgery:

Scarring  /  bleeding  requiring  a  return  to  theatre  or  a  blood  transfusion (extremely rare – less than 0.1%) / infection /

overcorrection  with  entropion  /  lower  lid  retraction  /  eye  irritation / granuloma formation / watery eye / problems related

to  the  skin  graft  (failure,  thickening,  contraction,  change  of  colour) / tender lump at outer aspect of the eye / recurrence

of ectropion / possible need for revision surgery .

Some risks are specific to the patient

(e.g, ethnicity predisposing to excessive scarring)

■

The patient has been given the ectropion leaflet 

The  patient  agrees  to  photography  /  video  of  the  procedure  and subsequent use for teaching / publication   Yes / No

(delete as appropriate)

This procedure will involve: 

general anaesthesia / local anaesthesia / local anaesthesia with i.v. sedation 

(delete as required)

Signed:      Date:

Name (PRINT)    Job Title:

Contact details (if patient wishes to discuss options later) 

Statement of Interpreter (where appropriate)

I  have  interpreted  the  information  above  to  the  patient  to  the  best of my ability and in a way in which I believe s/he can

understand. 

Signed:      Date:

Name (PRINT)   

             

P

R

O

O

F

CATARACT
Surgery
Responsible health professional ____________________ 
Special requirements_____________________________ 

(eg. other language/other communication method) 
SITE:    RIGHT  /   LEFT   

Name of proposed procedure: (Delete as required)
CATARACT SURGERY AND LENS IMPLANT
OTHER: …………………………………………………………………………………………………………………..
Statement of health professional (to be filled in by health professional with appropriate knowledge of proposed procedure as specified in consent policy) 

  q I confirm that I am capable of undertaking this procedure
  q I confirm that whilst I am unable to undertake this procedure, I have received specific training to obtain consent for 
this procedure. 
I have explained the procedure to the patient. In particular, I have explained:


The intended benefits: IMPROVE VISION
Possible serious or frequently occurring risks: 

Events occurring during surgery:  BLEEDING; CAPSULAR RUPTURE REQUIRING VITRECTOMY;  DROPPED NUCLEUS REQUIRING TRANSFER TO ANOTHER UNIT FOR VITRECTOMY
Problems after surgery:  LOSS OF VISION; BLEEDING; INFECTION; FURTHER SURGERY; REFRACTIVE SURPRISE; RETINAL DETACHMENT; RETINAL OEDEMA; CORNEAL FAILURE; RAISED EYE PRESSURE; ALLERGY; BRUISING; INCORRECT LENS IMPLANT; BENIGN VISUAL SYMPTOMS

Risks specific to the patient: ………………………………………………………………………………………………………

☐   The patient has been given the   CATARACT SURGERY   leaflet 
The patient agrees to: photography / video of the procedure and subsequent use for teaching / publication 
(delete as appropriate)   YES  /  NO
Anaesthesia: local anaesthesia / local anaesthesia with i.v. sedation / general anaesthesia (delete as required) 
Signed: …………………………………………………………. Date: …………………………………………………………
Name (PRINT) ………………………………………………… Job Title: …………………………………………………….
Contact details (if patient wishes to discuss options later) ………………………………………………………………..
Statement of Interpreter (where appropriate)
I have interpreted the information above to the patient to the best of my ability and in a way in which I believe s/he can 
understand. 
Signed: …………………………………………………………. Date: ……………………………………………………….
Name (PRINT) …………………………………………………
Copy accepted by patient: Yes / No (please circle) 
Guidance to health professionals (to be read in conjunction with consent policy) 

What a consent form is for 
This form documents the patient's agreement to go ahead with the investigation or treatment you have proposed. It is not a legal waiver - if patients, for example, do not receive enough information on which to base their decision, then the consent may not be valid, even though the form has been signed. Patients are also entitled to change their mind after signing the form, if they retain capacity to do so. The form should act an as aide-memoire to health professionals and patients, by providing a check-list of the kind of information patients should be offered, and by enabling the patient to have a written record of the main points discussed. In no way, however, should the written information provided for the patient be regarded as a substitute for face-to-face discussions with the patient. 

The law on consent 
See the Department of Health's Reference guide to consent for examination or treatment for a comprehensive summary of the law on consent (also available at www.doh.gov.uk/consent).
Who can give consent Everyone aged 16 or more is presumed to be competent to give consent for themselves, unless the opposite is demonstrated. If a child under the age of 16 has "sufficient understanding and intelligence to enable him or her to understand what is fully proposed", then legally 'competent' younger children, may therefore sign this form for themselves, but may like a parent to countersign as well. If the child is not able to give consent for himself or herself, someone with parental responsibility may do so on behalf and a separate form is available for this purpose. Even where a child is able to give consent for himself or herself, you should always involve those with parental responsibility in the child's care, unless the child specifically asks you not to do so. If a patient is mentally competent to give consent but is physically unable to sign the form, you should complete this form as usual, and ask an independent witness to confirm that the patient has given consent orally or non-verbally. 

When NOT to use this form 
If the patient is 18 or over and is not legally competent to give consent, you should use form 4 (form for adults who are unable to consent to investigation or treatment) instead of this form. A patient will not be legally competent to give consent if: 
■ they are unable to comprehend and retain information material to the decision and/ or 
■ they are unable to weigh and use this information in coming to a decision. 
You should always take all reasonable steps (for example involving more specialist colleagues) to support a patient in making their own decision, before concluding that they are unable to do so. Relatives cannot be asked to sign this form on behalf of an adult who is legally competent to consent for himself or herself. 

Information 
Information about what the treatment will involve, its benefits and risks (including side-effects and complications) and the alternatives to the particular procedure proposed, is crucial for patients when making up their minds. The courts have stated that patients should not be told about 'significant risks which would affect the judgement of a reasonable patient'. 'Significant' has not been legally defined, but the GMC requires doctors to tell patients about 'serious or frequently occurring' risks. In addition if patients make clear they have particular concerns about certain kinds of risks, you should make sure they are informed about these risks, even if they are small or rare. You should always answer questions honestly. Sometimes, patients may make it clear that they do not want to have any information about the options, but want you to decide on their behalf. In such circumstances, you should do your best to ensure that the patient receives at least very basic information about what is proposed. Where information is refused, you should document this on page 2 of the form or in the patient's notes. 
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Patient details (or preprinted label on both copies)



Patient’s surname/family name __________________
Patient’s first name ___________________________
Date of Birth ________________________________
NHS number (or other identifier) _________________



Male        Female



PLEASE PRESS HARD AND USE A BLACK BALL POINT PEN



CM12530
Patient’s Copy



I agree to the procedure or course of treatment described on this form.



I understand that you cannot give me a guarantee that a particular person will perform the procedure. The person
will, however, have appropriate experience. 



I understand that I will have the opportunity to discuss the details of anaesthesia with an anaesthetist before the
procedure, unless the urgency of my situation prevents this. (This only applies to patients having general or regional
anaesthesia).



I understand that any procedure in addition to those described on this form will only be carried out if it is necessary
to save my life or to prevent serious harm to my health. 



I understand that where tissue material or a specimen is obtained then it may be used for teaching, research of public
health monitoring. 



I have listed below any procedures which I do not wish to be carried out without further discussion. 



Patient’s signature:  Date:



Name (PRINT): 



A witness should sign below if the patient is unable to sign but has indicated his or her consent. 
Young people / children may also like a parent to sign here (see notes).



Signed:     Date:



Name (PRINT)   Job Title:



Relationship to patient: 



Statement of Patient
Please read this form very carefully. If your treatment has
been planned in advance, you should already have your
own copy of page 1, which describes the benefits and
risks of the proposed treatment. If not, you will be offered
a copy now. If you have any further questions, do ask –
we are here to help. You have the right to change your
mind at any time, including after you have signed this
form. 



Important notes: (tick if applicable)
■■ See also advance directive / living will (e.g. Jehovah’s Witness form)



■■ Patient has withdrawn consent (ask patient to sign/date here)



Signature: Date: 



Confirmation of consent (to be completed by a health professional when the patient is admitted for the
procedure, if the patient has signed the form in advance).



Signed:  Date: 



Name: Job Title: 



PR
OO



F










Patient details (or preprinted label on both copies)

Patient’s surname/family name__________________

Patient’s first name___________________________

Date of Birth________________________________

NHSnumber (or other identifier)_________________

Male         Female

PLEASE PRESS HARD AND USE ABLACK BALLPOINT PEN

CM12530

Patient’s Copy

I agree to the procedure or course of treatment described on this form.

I  understand that  you  cannot  give  me  a  guarantee  that  a  particular person will perform the procedure. The person

will, however , have appropriate experience. 

I  understand that  I  will  have  the  opportunity  to  discuss  the details of anaesthesia with an anaesthetist before the

procedure,  unless  the  urgency  of  my  situation  prevents  this. (This only applies to patients having general or regional

anaesthesia).

I  understand that  any  procedure  in  addition  to  those  described on this form will only be carried out if it is necessary

to save my life or to prevent serious harm to my health. 

I  understand that  where  tissue  material  or  a  specimen  is  obtained then it may be used for teaching, research of public

health monitoring. 

I have listed below any procedures  which I do not wish to be carried out without further discussion. 

Patient’ s signature:   Date:

Name (PRINT): 

A witness should sign below if the patient is unable to sign but has indicated his or her consent. 

Y oung people / children may also like a parent to sign here (see notes).

Signed:      Date:

Name (PRINT)    Job Title:

Relationship to patient: 

Statement of Patient

P lease  read  this  form  very  carefully .  If  your  treatment  has

been  planned  in  advance,  you  should  already  have  your

own  copy  of  page  1,  which  describes  the  benefits  and

r isks  of  the  proposed  treatment.  If  not,  you  will  be  of fered

a  copy  now .  If  you  have  any  further  questions,  do  ask  –

we  are  here  to  help.  Y ou  have  the  right  to  change  your

m ind  at  any  time,  including  after  you  have  signed  this

form. 

Important notes: (tick if applicable)

■

See also advance directive / living will (e.g. Jehovah’ s Witness form)

■

Patient has withdrawn consent (ask patient to sign/date here)

Signature:  Date: 

Confirmation  of  consent

(to  be  completed  by  a  health professional when the patient is admitted for the

procedure, if the patient has signed the form in advance).

Signed:   Date: 

Name: Job Title: 

P

R

O

O

F
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I agree to the procedure or course of treatment described on this form.

I understand that you cannot give me a guarantee that a particular person will perform the procedure. The person 
will, however, have appropriate experience. 

I understand that I will have the opportunity to discuss the details of anaesthesia with an anaesthetist before the procedure, unless the urgency of my situation prevents this. (This only applies to patients having general or regional anaesthesia). 

I understand that any procedure in addition to those described on this form will only be carried out if it is necessary to save my life or to prevent serious harm to my health. 

I understand that where tissue material or a specimen is obtained then it may be used for teaching, research of public health monitoring. 

I have listed below any procedures which I do not wish to be carried out without further discussion. 

………………………………………………………………………………………………………………………………………….

Patient’s signature: ……………………………………………….  Date:………………………………………………………….

Name (PRINT): …………………………………………………..............................................................................................

A witness should sign below if the patient is unable to sign but has indicated his or her consent. Young people / children may also like a parent to sign here (see notes). 

Signed:……………………………………………………………… Date: ………………………………………………………… 

Name (PRINT)……………………………………………………… Job Title: ……………………………………………………. 

Relationship to patient:……………………………………………………………………………………………………………….
Confirmation of consent (to be completed by a health professional when the patient is admitted for the procedure, if the patient has signed the form in advance). 
Signed: ……………………………………………………………. Date:………………………………………………………… 

Name: ……………………………………………………………... Job Title:……………………………………………………. 
Important notes: (tick if applicable) 
☐  See also advance directive / living will (e.g. Jehovah’s Witness form) ■ 

☐  Patient has withdrawn consent (ask patient to sign/date here) 
Signature: ………………………………………………….. Date: ………………………………………………….
Photographs and videos 
As part of your treatment some kind of photographic record may be made - for example x-rays, clinical photographs or sometimes a video. You will always be told if this is going to happen. The photograph or recording will be kept with your notes and will be held in confidence as part of your medical record. This means that it will normally be seen only by those involved in providing you with care or those who need to check the quality of care you have received. The use of photographs and recordings is also extremely important for other NHS work, such as teaching or medical research. However, we will not use yours in a way that might allow you to be identified or recognised without your express permission. 
What If things do not go as expected? 
Amongst the 25,000 operations taking place in the UK every day, sometimes things do not go as expected. Although the doctor involved should inform you and your family, often the patient is the first to notice something amiss. If you are worried - for example about the after effects of an operation continuing much longer than you were told to expect - tell a health professional right away. Speak to your GP, or contact your clinic - the phone number should be on your appointment card, letter or consent form copy. 
What are the key things to remember? 
It is your decision! It is up to you to choose whether or not to consent to what is being proposed. Ask as many questions as you like and remember to tell the team about anything that concerns you (including cultural or religious issues) or about any medication, allergies or past history which might affect your general health. 
Questions to ask health professionals 
As well as giving you information, health professionals must listen and do their best to answer your questions. Before your next appointment you can write some down on a sheet of paper. 
Questions may be about the treatment itself, for example: 
• What are the main treatment options?
• What are the benefits of each of the options?
• What are the risks, if any, of each option?
• What are the success rates for different options - nationally, for this unit or for you (the surgeon)?
• Why do you think an operation (if suggested) is necessary?
• What are the risks if I decide to do nothing for the time being?
• How can I expect to feel after the procedure?
• When am I likely to be able to get back to work? 

Questions may also be about how the treatment might affect your future state of health or style of life, for example:
➣ Will I need long-term care?
➣ Will my mobility be affected? 
➣ Will I still be able to drive?
➣ Will it affect the kind of work I do?
➣ Will it affect my personal or sexual relationships?
➣ Will I be able to take part in my favourite sport/exercises?
➣ Will I be able to follow my usual diet?
Health care professionals in this Trust will welcome your views and discuss any issues so they can work in partnership with you for the best possible outcome. 
�





Statement of Patient 


Please read this form very carefully. If your treatment has been planned in advance, you should already have your own copy of page 1, which describes the benefits and risks of the proposed treatment. If not, you will be offered a copy now. If you have any further questions, do ask – we are here to help. You have the right to change your mind at any time, including after you have signed this form. 
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