
 
CONSENT FOR REDUCTION MAMMOPLASTY 

 
STEPHAN L. RALSTON, M.D. 

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

surgical operation known as a reduction mammoplasty, a plastic surgical procedure 
to alter the size and shape 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 are always rather long scars following this procedure.  Every 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 or fees. 

c. The breast may not be exactly the same size.  They will also relax and drop 
in place as time goes by.  This may require removal of more skin at a later 
date.      

d. Every attempt will be made to positional 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. The nipples will be numb indefinitely and nursing a baby following this 

operation is not usually possible. 
g. The occurrence of cancer in the remaining breast is not known to be 

increased or decreased by this surgery, but regular periodic physical 
examinations are recommended. 

h. The breast will feel irregular (lumpy), firm, and uncomfortable for an 
indefinite period of time. 

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

j. Pregnancy or weight changes may affect the result. 
k. 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 the operating 
room, whether in the office or in the hospital.  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 the operation is commenced. 

 
5. I consent to the administration of local or general anesthetic agents by or under   

the direction and supervision of the above doctor or anesthesiologists, or 
anesthetists 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 procedure; 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 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. 
 
9. I understand that the doctor’s fees are separate form the anesthesia, hospital 
     charges, and other costs; and the doctor’s fees are agreeable to me. 
 
10. I have read and comply to the foregoing consent for operation, understanding it,  

accept these facts and hereby authorize the above doctor to perform this surgical 
procedure on me. 
 

11. There may be complications arise form 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.    

 
 
 
__________________                                   _____________________________ 
          DATE                                                                 PATIENT 
 

                                             _____________________ 
                                            WITNESS 
 

 
IF PATIENT IS A MINOR, COMPLETE THE FOLLOWING 

 
 
         __________________       _____________________________ 
                 WITNESS                                                (PARENT OR LEGAL GUARDIAN) 


