[ PRACTICE / FACILITY NAME  •  Address  •  Phone  •  Logo ]
	SURGICAL INFORMED CONSENT & AUTHORIZATION
Extra-Osseous TaloTarsal Stabilization (EOTTS) Procedure



PATIENT INFORMATION
	Patient Name
	

	Date of Birth
	

	Medical Record #
	

	Procedure Date
	

	Surgeon / Operating Provider
	



PROCEDURE DESCRIPTION
I understand that I have been diagnosed with recurrent talotarsal joint dislocation (RTTJD), instability of the talotarsal joint complex, overpronation syndrome, or a related foot and ankle condition.
I understand that the proposed procedure involves surgical placement of a sinus tarsi stent into the sinus tarsi region of my foot/feet as part of an Extra-Osseous TaloTarsal Stabilization (EOTTS) procedure. The purpose of this procedure is to stabilize and realign the talotarsal joint complex while preserving natural joint motion.
I understand that the procedure may be performed on one or both feet depending on my condition.
I understand that additional procedures may also be recommended or performed in conjunction with the EOTTS procedure if deemed medically necessary by my surgeon.
EXPECTED BENEFITS
I understand that the potential benefits of the EOTTS procedure may include:
1. Improved foot alignment and stabilization
1. Reduction in abnormal excessive pronation
1. Reduction in pain and discomfort
1. Improved walking, standing, and physical function
1. Decreased strain on ligaments, tendons, joints, and nerves
1. Potential slowing or prevention of progressive foot deformity
1. Improved overall lower-extremity biomechanics
1. Preservation of natural joint motion compared to more aggressive reconstructive procedures
I understand that no guarantees or assurances have been made regarding the outcome of this procedure.
ALTERNATIVE TREATMENT OPTIONS
I understand that alternatives to this procedure may include, but are not limited to:
1. Observation / no treatment
1. Shoe modifications
1. Foot orthotics / bracing
1. Physical therapy
1. Activity modification
1. Anti-inflammatory medications
1. Corticosteroid injections
1. Other surgical procedures
1. Reconstructive surgery or arthrodesis (joint fusion)
I understand that choosing not to proceed with treatment may result in continued or worsening symptoms and progressive deformity.
RISKS & POSSIBLE COMPLICATIONS
I understand that all surgical procedures involve risks and potential complications. Possible risks and complications associated with the EOTTS procedure and/or surgery in general may include, but are not limited to:
1. Pain, swelling, bruising, or stiffness
1. Temporary or prolonged soreness in the sinus tarsi region
1. Implant irritation or discomfort
1. Need for implant repositioning, revision, or removal
1. Implant migration or loosening
1. Persistent instability or recurrent deformity
1. Overcorrection or under-correction
1. Delayed healing or failure to improve symptoms
1. Scar formation
1. Nerve irritation, numbness, tingling, burning, or nerve injury
1. Tendon or ligament injury
1. Infection
1. Bleeding or hematoma formation
1. Blood clots or deep vein thrombosis (DVT)
1. Allergic reaction to medications, materials, or implants
1. Adverse reaction to anesthesia
1. Chronic pain
1. Complex Regional Pain Syndrome (CRPS)
1. Fracture or bone injury
1. Need for additional surgery or procedures
1. Cardiovascular, pulmonary, or other unforeseen medical complications
I understand that complications may require additional medical treatment or surgery.
IMPLANT INFORMATION
I understand that the sinus tarsi stent is an implanted medical device intended to stabilize the talotarsal joint complex.
I understand that the implant may remain permanently implanted unless removal becomes medically necessary or desired.
I understand that implants may fail, loosen, wear, shift position, or require removal or revision, and that no implanted device can guarantee permanent symptom relief or prevent all future foot pathology.

Implant Record — completed at time of surgery
	Foot
	Catalog / Ref #
	Size
	Lot / Serial #

	☐ Right
	
	
	

	☐ Left
	
	
	


POSTOPERATIVE CARE & RECOVERY
I understand that my recovery may require:
1. Activity modification
1. Use of surgical shoes, braces, boots, or orthotics
1. Elevation and icing
1. Physical therapy or rehabilitation
1. Follow-up office visits and imaging studies
1. Compliance with postoperative instructions
I understand that failure to follow postoperative instructions may negatively affect my outcome, and that recovery times vary between individuals.
BILATERAL CONDITION ACKNOWLEDGMENT
I understand that if instability or RTTJD is present in both feet, correction of only one foot may contribute to imbalance, altered gait mechanics, prolonged soreness, or continued symptoms.
I understand that my surgeon may recommend treatment of both feet to optimize biomechanical balance and long-term outcomes.
NO GUARANTEE OF RESULTS
I acknowledge that medicine and surgery are not exact sciences. No warranty or guarantee has been made regarding:
1. The success of the procedure
1. The degree of pain relief
1. Improvement in function
1. Cosmetic appearance
1. Prevention of future pathology
1. Length of recovery
I understand that individual outcomes may vary.
ANESTHESIA, SURGICAL TEAM & ADDITIONAL PROCEDURES
I understand that anesthesia will be provided as clinically appropriate, and that a separate anesthesia consent may be obtained by the anesthesia provider.
I understand that qualified surgical assistants, residents, or other providers may participate in my procedure under the supervision of my surgeon.
I authorize my surgeon and surgical team to perform any additional or modified procedures deemed necessary during surgery to protect my health and safety or to improve surgical outcomes.
PHOTOGRAPHY / IMAGING CONSENT (OPTIONAL)
I authorize the use of clinical photographs, radiographs, fluoroscopic images, videos, or other medical imaging for the purposes I have initialed below:
☐ Medical documentation
☐ Educational purposes
☐ Research purposes
☐ Marketing purposes (with identifying information removed unless separately authorized)
Patient Initials: ____________
FINANCIAL ACKNOWLEDGMENT
I understand that insurance coverage for this procedure may vary and that portions of the procedure may be classified by my payer as elective, investigational, out-of-network, or patient responsibility.
I acknowledge that I am responsible for any applicable deductibles, co-payments, non-covered services, or patient-pay fees as outlined separately by the provider or facility.
LANGUAGE & INTERPRETER
☐ This consent was discussed with me in a language I understand.
☐ An interpreter was used. Interpreter name / ID: ______________________________________
PATIENT ACKNOWLEDGMENT
I certify that:
1. I have read and understand this informed consent document.
1. The procedure, risks, benefits, and alternatives have been explained to me.
1. I have had the opportunity to ask questions.
1. My questions have been answered to my satisfaction.
1. I understand that I may refuse treatment or seek additional opinions.
1. I voluntarily consent to the proposed procedure.
CONSENT FOR SURGERY
I voluntarily authorize and consent to the performance of the Extra-Osseous TaloTarsal Stabilization (EOTTS) Procedure on the following foot/feet:
☐ Right Foot  ☐ Left Foot  ☐ Bilateral
Additional Procedures (if applicable): ________________________________________________________
Patient Consent
	
PATIENT NAME (PRINT)
	
PATIENT SIGNATURE

	
DATE
	
TIME


Parent / Legal Guardian (if applicable)
	
PARENT / GUARDIAN NAME (PRINT)
	
SIGNATURE

	
RELATIONSHIP TO PATIENT
	
DATE

	
TIME
	


Physician Certification
I certify that I have explained the nature of the procedure, expected benefits, material risks, possible complications, alternatives, and postoperative expectations to the patient or authorized representative, and have answered their questions.
	
PHYSICIAN NAME (PRINT)
	
PHYSICIAN SIGNATURE

	
DATE
	
TIME


Witness
	
WITNESS NAME (PRINT)
	
WITNESS SIGNATURE

	
DATE
	
TIME



This template is provided for the treating provider’s use and should be reviewed and adapted with the practice’s own legal/compliance counsel and applicable state law before use.
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