
 
 
 

 

Interventional Pain 
Procedure Consent 
updated: January 1, 2025 

 
 
I hereby authorize Damien Tavares MD to perform interventional pain procedure(s) with or 
without IV conscious sedation for the diagnosis, prophylaxis, and/or treatment of my pain. 
 
Risks of the Procedure: include, but are not limited to, failure to provide relief, new pain, 
bruising, bleeding, infection, tissue or nerve injury, allergic reaction, headache, seizures, 
emergency surgery, spinal cord injury, pneumothorax (collapsed lung), cerebral vascular 
accident (stroke), and death. 
 
Alternatives to the Procedure: do nothing, medication, physical therapy, psychological therapy, 
alternative medicine, and surgery. 
 
Patient Agrees to the Following: 

• I will only proceed with a procedure when I completely understand what is being performed, why it is being 
performed, and after all my questions have been answered to my satisfaction. 

• I understand the risks and alternatives of my procedure(s). 

• I request the performance of any additional procedure(s) found to be medically necessary during the course of 
my treatment. 

• I acknowledge that no guarantees have been made to me concerning the results of the procedure. 

• If I am determined not to be able to drive, I will have an alternate form of transportation.   

• If I choose to get sedation, I will agree not to drive, operate heavy machinery, or make important decisions for 
the rest of the day. 

• I will notify the office if I am pregnant or may be pregnant before undergoing any procedure. 

• I am aware that I can receive a copy of my signed consent upon request or access an unsigned version for 
reference through the practice website. 

• I understand that this consent will be valid for 12 months from the date of signature and will apply to all 
interventional pain procedures performed during this period. 

 
 
______________________________                                      ____________________  _______________ 
Patient      Signature   Date 
 
Damien Tavares, MD                                        ____________________  _______________ 
Witness      Signature   Date 

 


