
CONSENT FOR AUGMENTATION MAMOPLASTY 

(Breast Enlargement) 
STEPHAN L. RALSTON, M.D. 

 
1. I hereby request the above named surgeon and/or his associates to perform a surgical operation for increasing the 

size of my breasts.  This procedure has been explained to me by the doctor and I completely understand its nature 
and consequences._____ 

 
2    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 will be a scar on or under each breast and this scar may spread or thicken._____ 
 

b) Bleeding or infection around the implant may require removal of the implant.  If infected, this implant 
will be discarded at the time of removal.  A new implant will need to be purchased.  This is not covered 
under the implant warranty.____ 

 
c)  Breast implants are not lifetime devices and cannot be expected to last forever.  Some implants deflate or 

rupture in the first few months after being implanted and some deflate after several years; others are intact 
10 or more years after surgery.  In the case of a rupture or deflation, additional fees may apply if warranty 
has expired._____ 

 
d)  Although every attempt will be made to make both breasts close to the same following surgery, the 

appearance of the breasts may not be identical in size, shape, and appearance._____   
 

Every attempt will be made to meet the patient’s pre-surgery expectations, as to size and shape.   
However, occasionally due to unforeseen conditions, the Dr. may need to alter the size of the implant 
during surgery to achieve the best overall results._____  

   
The final implant size decision may be altered at the time of surgery based upon the doctor’s attempt to 
meet patient’s goals or ultimate best result.______ 
 
Mammograms could be compromised in the reading, less if implant placed under the muscle._____ 

 
e) The scar capsule contracture, if severe, may cause malpositioning of the implant. This asymmetry could 

require further surgery._____ 
 

f) Breast implants may wrinkle and the wrinkles could be palpable or even visible in cases where there is a 
limited amount of breast tissue to cover the implant.  The edges of the implant may sometimes be 
palpable or visible._____ 

 
g) Numbness or, possibly increased sensitivity of the breasts and nipples is common following this surgery, 

but usually is temporary.  Rarely, it may be permanent. If patient elects peri-areola incision approach, it 
was explained increased percentage of risk such as nipple numbness, skin loss, infection, bleeding, and 
asymmetry of implant placement._____ 

 
h) The implant material does not, to our knowledge, increase or decrease the chances of developing breast 

cancer._____ 
 

i) Pregnancy will result in additional breast enlargement, and after pregnancy there may be some degree of 
drooping.  Nursing babies after implants may be possible but cannot be assured._____ 

 



j) This type of operation has been done for several years, but the end results are not and cannot be 
determined for a number of years to come._____ 

k) Unusual firmness of the breast may develop due to formation of scar capsule.  This may require 
medication such as vitamin E or massage to help breakdown scar formation.  In some cases surgery may 
be required._____   

 
l) There can be pain and discomfort at the operative site for an indeterminate amount of time._____ 

 
m) Serous (blister) fluid can form around the implant, which could require additional surgery.  This could 

become a chronic problem._____ 
 

n) Smoking will increase the risks of most complications such as pneumonia, skin and tissue loss, and does 
contribute to delayed wound healing._____ 

 
3.  I have an understanding of the operation which includes, but is not limited to, the above items.  I understand that 
secondary revisions may be required in some cases.  I also understand that charges will be made for the use of 
operating room if in the hospital, and for any additional implants or other materials required.  I agree to be responsible 
for these charges._____ 
 
4.  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 the above-named surgeon or his 
assistants perform such procedures as are, in his professional judgment, necessary and desirable.  The authority 
granted under this Paragraph 4 shall extend to remedying conditions that are not   known to exist or could not 
reasonably be anticipated by the above doctor at the time of operation is commenced._____ 
 
5. I consent to the administration of local or general anesthetic agents by the nurse anesthetist or anesthesiologists 

working with him._____ 
 

6. 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 procedures; nor are there any guarantees against 
unfavorable results._____ 

 
7. I consent to be photographed before, during and after the treatment and agree; that these photographs shall be the 

property of the above doctor and may be used as he deems proper for scientific and educational purposes._____ 
 

8. I understand that anesthesia, hospital charges, and implant costs may be additional to the doctor fees if hospital 
care is required._____ 

 
9. I have read a copy of the foregoing consent for operation, understand it, accept these facts and hereby authorize 

the above doctor to perform this surgical procedure on me._____ 
 

10. There may be complications arise from this procedure that could be life threatening such as; deep vein 
thrombosis, pulmonary emboli, etc. If these complications occur, it could require hospitalization at the patient’s 
expense._____ 

 
11. I agree to keep the above doctor informed of any change in address, and I agree to cooperate with him in my care 
after surgery until completely discharged._____ 
 

 
 
_____________________________________            _______________________________________ 

            DATE                                                                            PATIENT 
 
 
            _____________________________________ 
            WITNESS 
 



 
 
   

 


