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Consent for Office Procedure 

 
 

 _____________________________________________  __________________________ 
 Patient Name        DOB 
 
There are some common procedures that may need to be performed during your visit to the Dermatologist. These 
are considered minor medical procedures but they do have risks associated with them.  The risk may included but 
are not limited to: bleeding, infection, scarring, pigmentation or texture change, numbness, slow healing allergic 
reactions and/or partial response to the treatment or recurrence.  Some of these procedures may be performed 
utilizing a local anesthetic.  The placement of sutures may be required.  You will be informed of necessary 
treatments prior to the procedure being performed, at which point you have the right to refuse treatment.  The 
following are some of the common procedures performed by a Dermatologist and/or the medical staff. 
 

• Treatment of pre-malignant lesions such as Actinic Keratoses 
• Treatment of benign lesions such as Seborrheic Keratoses, Warts, Moles. Skin Tags, or other similar 

growths. 
• Treatment of some vessel growths such as Angiomas and Telangiectasia 
• Treatment of malignant lesions 
• Removal of Acne Lesions and Cysts 
• Skin Biopsies for Diagnostic purposes 
• Incision and drainage of superficial abscesses or boils 
• Injection of medications into the skin or subcutaneous tissue 

 
Please be advised that when tissue is sent to a pathology lab for processing and for examination, you or your 
insurance company will be billed separately by the lab company.   For any questions regarding lab billing, please 
contact the lab directly. 
 
I have read and understand the above statements; I authorize Kathleen W. Judge, M.D., F.A.A.D and/or her 
designated medical staff to perform the above-mentioned procedures or any other routine procedures as part of 
my medical care. 
 
 
______________________________________________   ________________________ 
Signature of Patient or Legal Guardian      Date 
 
______________________________________________   ________________________ 
CFDA Representative        Date 
 


