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PATIENT CONSENT FORM 
 
In order for us to diagnose and treat your condition(s) it is necessary for 
you to give your informed consent.  
 
I authorize Ralph A. Brooks, M.D. to diagnose and/or treat my skin 
condition(s). 
 
PATIENT: _______________________________ DATE: _______________ 
    Print 
 
I understand that the purpose of this consent is to diagnose and /or treat 
my skin condition(s). The nature and effect of any procedure/biopsy to be 
performed based on the diagnosis of my skin condition(s), and the risks 
involved, as well as possible alternative methods of treatment, have been 
explained to me. In executing this consent, I fully understand the risks 
involved and that I have signed this consent on my own free will.  I consent 
the use of local anesthesia and or regional anesthesia as Dr. Brooks may 
deem advisable. I agree that Dr. Brooks in performing such procedure may 
use assistants who will be under his direct supervision. I agree to fully 
cooperate with Dr. Brooks and to comply to the best of my ability with his 
instructions and recommendations relative to my care and treatment. 
 
I understand that no guarantee has been given to me by Dr. Brooks as to 
the results of this procedure. I realize that surgery is not an exact science 
and therefore results can not be guaranteed. I further realize that there may 
be varying degrees of discomfort and variations in the period of the 
recovery following the procedure. I further understand that more than one 
procedure may be necessary to fully complete the treatment depending on 
the nature of the treated condition.  
 
I have read the above consent and understand it fully and therefore 
authorize Dr. Brooks to diagnose and treat my condition(s). 
 
 
PATIENT’S SIGNATURE 
 
 
GUARDIAN’S SIGNATURE 
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