
 Disclosure and Consent for Ear Piercing  

Office staff Witness: ________________________________________ Date: ___________________ 

 

Patient Name: ___________________________________________ DOB: ________________________ 

 

EAR PIERCING: After Care Instructions:  

- For 8 weeks, the earrings MUST stay in place in ear  
- For 8 weeks, clean piercings 1-2x daily. To do so, rotate the earrings a full 180 degrees and 

polish/clean the front and the back of the earlobe. Recommended cleaning solution is rubbing 
alcohol  

- Keep earrings in the ear for at least 6 months to 1 year  
- If you replace the earring, use a high- quality metal- 24k gold/plated, 10-14k gold/plated, or 

sterling silver. Avoid nickel or artificial jewelry  
- Call you healthcare provider if signs of infection develop. Signs include, swelling, discharge, or 

crusting (yellow or white), redness, and increased pain  

 

Please initial for consent: (Parent or Guardian to initial is patient is a minor) 

_____ I voluntary request that Potomac Pediatrics perform the following procedure: Ear piercing, for my 
child/myself  

_____ I understand that the fees for ear piercing will not be filed to insurance. All payments are due at 
the time of service  

_____ I understand that if at any time, it is deemed unsafe for my child or the medical staff to continue 
with the procedure, then the procedure will be stopped.  

_____ I understand that ear piercing is a minor surgical procedure. Despite all precautions that are taken 
by Potomac Pediatrics and the proper after care treatment. I realize that the common surgical 
procedure has potential for pain, bleeding, infection, and allergic reactions and understand that 
Potomac Pediatrics can not be held liable.  

_____ I understand that after approximately 8 weeks, the ear-piercing earrings can be removed and 
changed to new earrings  

_____ I have received a copy, read, and understand the after-care instructions. Aftercare of the piercing 
is the responsibility of the parent or patient once they leave the office.  

By signing this document, I certify to Potomac Pediatrics that I am the patient and/or parent/legal 
guardian of the minor patient named above. I agree to release and forever discharge and hold harmless 
Potomac Pediatrics and all employee from all claims, damages, or legal actions arising from or 
connected in any way with my piercing, or the procedure and conduct used in the piercing.  

Print Name: parent or legal guardian _____________________________________  

Signature: parent or legal guardian _______________________________________ Date: ___________ 


