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Tel: 212.832.7575





                                     Fax: 212.593.5757

Richard L. Mueller, MD, FACC, FACP    
                                                                                                    Cardiovascular Diseases, Phlebology
Patient Informed Consent - EVLT® ENDOVENOUS LASER ABLATION
I_________

_______________(Patient or Guardian) authorize Richard Mueller, MD, his associates and assistants, to perform the following procedure: Endovenous Laser Ablation of my    
right  /   left         great  /   small       saphenous  / 




 vein.

I understand this means that the physician and/or nurse practitioner, using ultrasound for guidance, will direct a catheter and subsequently a laser fiber, into the damaged vein from a point distal to the groin up towards the groin area.  I understand that once the laser fiber is positioned and anesthetic/epinephrine is injected around the vein, that he will activate the laser and pull all of the catheter components down the inside of the vein, closing the vein with heat energy. I understand that the reason for this procedure is to correct my venous insufficiency caused by the reflux, or backward flow, of blood down my leg.

I understand that alternatives to EVLT / EVLA have been explained to me.  These procedures include no treatment, Surgical Stripping and Ligation, phlebectomy procedures, Clarivein ®, radiofrequency ablation (VNUS®), and/or Ultrasound Guided Sclerotherapy. Considering these alternatives, I consent to the EVLT® procedure understanding that there are risks with any invasive procedure.

These risks have been thoroughly explained to me, and include but are not limited to: infection,  bleeding, scarring, nerve injury, clot in the deep vein (DVT-Deep Venous Thrombosis) or superficial vein with vein inflammation (superficial thrombophlebitis), very rarely pulmonary embolism (DVT clot traveling to the lungs), thermal injury (burn), hyperpigmentation (brown skin staining), pain or phlebitis (vein inflammation / hardening after EVLT), swelling, A-V fistula (very rare artery-vein connection), skin pigmentation over the vein, lidocaine or epinephrine allergy or toxicity, laser fiber or sheath breakage, tape/stocking allergy, loss of vein to use in bypass surgery, or retained or embolized fragments of laser fiber, guidewire, or sheath. One single case of stroke has been reported. I understand that there may be common side-effects including bruising, pain, or a tightening sensation in the thigh, leg and ankle swelling, palpable lumps and/or hematomas (bleeding) that rarely may need needle aspiration to relieve. I understand the need for close follow up, including serial ultrasound tests.
I also understand that despite the high clinical efficacy of the EVLT® procedure, my physician and/or nurse practitioner cannot make any guarantees about my results or cure of my venous disorder. Repeat treatment for failure of the vein to closure is uncommon but occasionally necessary. The recurrent and progressive nature of vein disease leads to new varicose veins forming in many patients; EVLT cannot prevent most new varicose veins from forming (it treats ones that have already formed). I also understand that EVLT cannot be expected to eradicate any given surface veins; surface vein treatment with phlebectomy and/or sclerotherapy or external laser is often necessary as separate procedures.
This has been reviewed with me in detail in a manner I understand, & I have read and fully understand this form. I have been directed not to sign this form unless all of my questions have been answered and explained to my satisfaction. I consent to the use of photographs, ultrasound images, or other medical information for educational, research, and/or scientific purposes (my confidentiality will always be ensured). I understand & fully accept the terms of this consent form. By signing, I acknowledge that I have no further questions & consent to proceed with the EVLT® procedure.

________________________


_________________________

Patient Signature 




Witness

________________________


_________________________

Patient Name





Date

