INFORMED CONSENT for FUT (strip technique) intervention
PRIVATE 

1. I, _______________________________, request a hair transplant using the FUT/strip technique, under the supervision of Dr. Francisco Jiménez. I hereby consent to the administration of the anaesthetics as deemed necessary by the medical team, as well as any other reasonable and necessary medical service during the procedure. 

2. Though hair plant surgery with micrografts is a surgical procedure of proven efficacy and accepted by the scientific and medical community, as with any other aesthetic surgery procedure, it is not possible to guarantee the results due to the nature itself of the organism, the healing process and the reasonable risk of error that can exist in any surgical procedure. 
3. I am aware that good results will depend in part on undergoing the recommended number of required sessions. I understand that more interventions may subsequently be recommended due to continued loss of non-transplanted hair. I also understand that all the recommendations that I have been given during the consultations are estimations and may vary. If I or the doctor consider that more interventions are necessary, I understand that this will entail an additional cost.
4. Complications: As with any type of surgery, some complications can arise. Complications related to hair transplants include infection, temporary edema or swelling of the scalp, the formation of small cysts and poor growth of the transplanted hairs. Though normally growth takes place of approximately 80-90% of the transplanted grafts, on rare occasions in some individuals the graft growth percentage may be lower than hoped for. The factors that cause these differences from individual to individual are not well understood, nor can they be prevented or predicted. (Reference: Shiell RC. Poor hair growth after hair transplantation: the X factor. In Hair Replacement: Surgical and Medical, 1996, pp. 314-316).
  I understand that whenever an incision is made into the skin a scar will form, though every effort is made to make the scar imperceptible.
  Other unexpected complications may arise, including abnormal (wide) scarring and allergic reactions to medication and/or local anaesthetics. Some of these unexpected complications have not been explained in detail to me, but such risks are understood to exist in any surgical procedure.

5. I acknowledge that I am responsible for payment of the medical fees and that no part of these fees can be returned to me after the surgery, regardless of the results. I understand that the fees are for the surgery that is to be performed and not for the results that I hope for.

6. Before signing this informed consent form, I hereby declare that I have read all documents that I have been requested to read and had the opportunity to ask any type of question, and that I have had the opportunity to read all the literature made available to me, including clinic leaflets, the clinic’s website (www.clinicadelpelo.com) and the post- and pre-intervention instructions. 

Date:___________________________________________________________________ 
Name and National Identification Number:________________________________
Patient’s signature:____________________________________________________ 
Doctor’s signature:_____________________________________________________
