
PREOPERATIVE  INSTRUCTIONS 
FOR  FACE  LIFT  SURGERY

1. The doctor will ask you to have some blood tests done (CBC, PFA,
etc.) to ensure your are properly screened to undergo the
scheduled procedure.  The tests need to be taken one week after
stopping any medication which can prolong your bleeding (see
below), but one week prior to surgery.

2. The doctor will give you prescriptions for the medicines you will
need to start taking before and after surgery.  Be sure you get
these filled before your surgery date.  These will include an
antibiotic for infection, a pain killer for comfort, an antinausea
medication for vomiting, a steroid ointment to apply to the wounds
and a steroid to reduce he swelling after surgery.

Finally, start taking Arnica Montana, a naturopathic supplement,
three pills, three times a day, starting the day before surgery to
reduce the amount of bruising you will have from surgery.  No
prescription is required to buy this and this can be bought at a
natural/health food store.

3. Take any regular medications as you normally would (i.e., heart
medications, blood pressure pills, etc.) unlesS otherwise
instructed by your doctor.  If you take medications for diabetes or
blood thinners (including aspirin) you will be given special
instructions regarding these medications.

4. If you are taking Vitamin E, aspirin, garlic, fish oil (i.e. omega-3-6-9
fatty acids) or ginko biloba on a regular basis (at least once a
week), you need to stop the use of the medicines, supplements or
drugs two (2) weeks prior to surgery.

A list of medications, supplements and compounds will be provided
with these instructions.  These are common compounds and
medications which can cause excessive bleeding during surgery.
You need to stop the use of any of the medications, drugs or
compounds two (2) weeks before surgery to prevent any bleeding
problems.  If you feel you will have a significant problem by
stopping any of these products, please inform the doctor.

5. Stop smoking two (2) weeks before surgery.  No smoking after
surgery for three (3) weeks.  A special consent will be given to
you regarding this matter if you smoke.

6. No alcoholic beverage should be consumed 48 hours before or 48
hours after surgery.

7. Shampoo your hair and wash your face with an antibacterial soap
the evening and the morning of surgery.  Do not apply hair spray.
Male patients need to shave their face the morning of surgery. 
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8. If you develop a cold, sore throat, fever blisters or any skin
eruption of the face during the week before your proposed
surgery, please contact us immediately for instructions.

9. Wear comfortable clothes, something that buttons or zips and
does not have to be pulled over the head.  Clothing should be
loose and comfortable with a short sleeve shirt of blouse.  No
pantyhose, stirrup pants or boots. 

10. No make-up or nail polish on the thumb or index finger of one hand.
No contact lenses.  No jewelry or other valuables should be
worn or brought to the office on the day of surgery as The
Center cannot be responsible for any personal items.

11. Morning of Surgery:  Nothing to eat or drink after midnight, the
night before surgery, except for the medications as prescribed by
the doctor.

12. Afternoon Surgery:  You may have a light breakfast at least
six (6) hours before surgery.  A light breakfast consists of
liquids, one egg, cereal, or a piece of toast.  Do not eat greasy
foods such as bacon or sausage.

13. You must be accompanied by a responsible adult to drive you home. 
Your driver must remain in the office during your entire stay.  He
or she will be given instructions for your postoperative care and
should be able to stay with you for at least four (4) hours at
home.

Additional Instructions:                                                                                                       
                                                                                                                                                             
                                                                                                                                                            
______________________________________________________________________________
______________________________________________________________________________

Your cooperation is required for your safety and comfort.  If you have
any questions, please feel free to call us.

Patient Signature:                                                                               Date:                         

Parent/Guardian:                                                               Asst:                                          
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