
 
 

MASTOPEXY (BREAST LIFT) SURGERY CONSENT 
 

 
 

Patient Name                                                                                              Date 
 

Please initial each paragraph after reading, 
If you have any questions ask Dr. Rochlin BEFORE initialing. 

 
 
 
Permission includes the administration of medicines for local or general anesthesia and/or intravenous sedation or analgesia as 
deemed suitable or as become necessary. An informed consent requires that common complications be made known to you. Most 
of these are not expected to occur. All must be considered. The law requires that you be made informed.  
 
You have the right to be informed about your condition and the recommend treatment plan so that you may make an educated 
decision as to whether or not to undergo the procedure after knowing the risks and hazards involved. This disclosure is not meant to 
alarm you, but is rather an effort to provide information so that you may give or withhold your consent. 
 
______I hereby request that Dr. Rochlin perform a surgical procedure known as mastopexy; a surgical procedure to lift the breast 
or a surgical correction of a pendulous breast by fixation. This procedure has been explained to me by the doctor and I completely 
understand its nature and consequences. 
 
______I understand that every surgical procedure involves certain risks and possibilities of complications such as bleeding infection 
poor healing, etc. and that these and other complications may follow, even when the surgeon uses the utmost care, judgment and 
skill. These risks have been explained to me and I accept them. The following points have been explained in detail. 

 
____A. There are always rather long scars following this procedure. Every reasonable effort will be made to make them as 
inconspicuous as possible. 
____B. Delayed healing at times occurs along the margins of the incisions, and occasionally there is some loss of the skin 
edges or of the nipple itself, requiring prolonged dressings or additional surgery for correction. Additional surgical 
procedures will involve additional charges and fees. 
____C. The breasts may not be exactly the same size. 
____D. Every attempt will be made to position the nipples evenly; however, it is not always possible to make them exactly 

even. 
____E. No guarantee as to size, shape or brassiere size has been made. 
____F. You may experience a change in the sensitivity of the nipples and the skin of your breast. Permanent loss of the 

nipple sensation can occur after a mastopexy in one or both breasts. 
____G. Mastopexy is not known to interfere with pregnancy or breast feeding.  If you are planning a pregnancy, your breast 

skin may stretch and offset the results of mastopexy. 
____H. The occurrence of cancer in the remaining breast is not known to be increased or decreased by this surgery, but 

regular periodic examinations are recommended. 
____I. The breast can feel irregular (lumpy), firm and uncomfortable for an indefinite period of time. 

 
______I have an understanding of the operation which includes but is not limited to the above items. I understand that secondary 
revision may be required in some cases. I also understand that charges will be made for the use of the operation room, whether in 
the day of surgery or in the hospital. I agree to be responsible for these charges. 
 



 
 
 
______I recognize that, during the course of the operation, unforeseen conditions may necessitate additional or different 
procedures than those outlined. I therefore further authorize and request that Dr Rochlin may perform the procedures that are in her 
professional judgment, as necessary and desirable. The authority granted under this paragraph 4 shall extend to remedying 
conditions that are not known to or could not reasonably be anticipated by the above doctor at the time the operation is commenced. 
 
______I consent to the administration of local or general anesthetic agents by or under the direction and supervision of Dr 
Rochlin and the anesthetist. 
 
______SATISFACTION - Cosmetic surgery is inexact and can be complicated. To achieve an improvement in appearance we 
undergo serious risks of discomfort and there is NO GUARANTEE that after, either YOU OR ANYONE ELSE WILL BE SATISFIED 
OR PLEASED WITH THE RESULT.  
 
______NO GUARANTEE - I am aware that the practice of medicine and surgery is not an exact science, and I acknowledge that no 
guarantees have been made to me as to the results of the operation or procedure. IT IS UNDERSTOOD THAT MY RESULT 
CANNOT BE LIKE ANY PICTURE OR DRAWINGS OR ANY PRECONCEIVED IDEA OR GOAL.  

 
______I consent to be photographed before, during and after the surgery; that these photographs shall be the property of Dr Rochlin 
and may be used as they deem proper for scientific and educational purposes. 

 
 _____DVT - Deep vein thrombosis can be a post-surgical complication following any surgical procedure. This condition 
is serious and can be fatal. It is a formation of a blood clot in a deep vein of the legs. Symptoms can include muscle 
tenderness in the lower legs, cramping in the calf, temperature, swelling in the calf, pain or warmth in the lower legs, and 
redness.  
 
______Some of the complications of this operation can result in the need for further surgery.  Some of the complications can cause 
prolonged illness, poor healing wounds (tissue necrosis), unattractive scarring, and permanent disability; allergic reactions have 
even been known to cause death.  Furthermore, there may be alternatives to this operation available to me, which carry their own 
risk of complications and varying degree of success.    
 
_____SMOKING - I have been advised to stop smoking 1 month prior to surgery and 1 month post-surgery due to possible 
complications:  circulation, compromise tissue loss (necrosis), poor scarring, delayed healing, decreased longevity of results.  
 
______There may be a fee if a secondary procedure is required. Personal expectations vary.  Some operations require secondary 
or multiple procedures to obtain a better result.  
 
______Secondary surgical procedures are much more difficult than primary procedures. The operations for repair are much more 
complex than the primary operations because of scarring and more bleeding and bruising. The possibility of never damage and poor 
healing is greater and most importantly, the results are unpredictable.  
 
______I am not known to be allergic to anything except: (please list below) 

  
____________________________________________________________________________________  

       
_______I agree to keep Dr. Semone Rochlin informed of any changes of address in order to be notified of any late findings, and I 
agree to cooperate with my care after surgery until completely discharged.  
 
______I have read a copy of the foregoing consent for the operation, understand it accept these facts, and hereby 
authorize the above doctor to perform this surgical procedure on me.  
 
 
 



 
 
 
Informed-consent documents are used to communicate information about the proposed surgical treatment of a disease or condition 
along with disclosure of risks and alternative forms of treatment(s), including no surgery. The informed-consent process attempts to 
define principles of risk disclosure that should generally meet the needs of most patients in most circumstances.  However, 
informed-consent documents should not be considered all inclusive in defining other methods of care and risks encountered. Your 
plastic surgeon may provide you with additional or different information which is based on all the facts in your particular case and the 
current state of medical knowledge. 
 
Informed-consent documents are not intended to define or serve as the standard of medical care.  Standards of medical care are 
determined on the basis of all of the facts involved in an individual case and are subject to change as scientific knowledge and 
technology advance and as practice patterns evolve. 
 
It is important that you read the above information carefully and have all of your questions answered before signing the 
consent on the next page. 
 

 
I CERTIFY: I have read or had read to me the contents of this form; I understand the risks and alternatives involved in 
this procedure; I have had the opportunity to ask any question which I had and all of my questions have been answered 
  
I confirm with my signature below that: the physician has discussed the above information with me, that I have had 
the chance to ask questions, that all my questions have been answered to my satisfaction, and that I thereby give 
informed consent.  I voluntarily request treatment with by the physician, which has been explained to me, and my 
questions regarding such treatment, its alternatives, its complications and risk have been answered by the doctor, 
staff, and/or written information. My questions have been fully and completely answered for me and I have read this 
document and understand its contents. I hereby give my unrestricted informed consent for the procedure.  In the event 
a dispute arises over the outcome of my procedure, I consent solely to arbitration as a legal means of settlement.  
 
Patient Name: (Please Print)   ___________________________________________________ 
 
Patient Signature:  ____________________________________Date:___________________ 
 
Witness Signature:  ___________________________________Date:___________________ 
 
Physician Only:  I confirm with my signature that I have made time available to discuss with the above-named patient the risks, 
potential complications, and intended benefits of surgery The patient has had the opportunity to ask any questions, all questions 
have been answered, and the patient has expressed understanding. Thus informed, the patient has requested to perform surgery on 
him/her. 

Physician signature:  ____________________________  Date:________________________ 
Our patients are offered a copy of any form they sign 
 
 


