HEALTHCARE

CONSENT TO SURGERY

OR OTHER PROCEDURE e —_
Patient, ____ - Dabe: ~ _ Time: _ .
1. 1hereby pive my consent and authorize Dr. — _» and other physicians he may
designate as his assistants, to perform tBe following procedures, L ) o -
In the event that Dr. __ __becomes umavailable. I authorize him to select a replacement

to accomphsh the agreed to procedure(s) without delay.

Z. 1ncknowledge that the following infornmtion has been pravided to me:

Benefits of the procedure; - —_— — — —_— | _
Risks of this procedure include pain, infection, bieeding (including severe bleeding mat requires a blood transfiision),
and may also imclide heart attack or stroke, allergic reactions, and pneumonia. These are not a1l the possible risks of
this procedure, but these risks can be serious and possibly fatal. Other significant risks of this procedure melude:

Alternatives to the procedure: include: |

"] FR— - O o e — a— e R - —_—--— - -

Risks of the alternative procedures:

Risks of not having this procedure: _ R - | __
3. Tunderstand there can be no guarantee of outcome with any surgical or medical procedure, and I acknowledge that
no guarantee has been made to me with regard to the results this procedure.

4. Iconsent to the performance of procedures in addition to or differext from those listed above that, in his judgment,

my doctor deems medically necessary if any unforeseen conditions arise. I understand that such procedures may

include risks not previously discussed.

3. I consent to the disposal of tissue or parts removed during the procedure.

IF APPLICABLE, patient and physician initial the item(s) below:

__{ _ Tconsent to the admission of ohservers into the procedure for the purposc of medical education or science.
_{_ lacknowledge that my doctor has explained to me that, as an unmtended Side-effect, I may became sterile ag
a result of this procedure, and therefore unable to congeive or bear chiid.

I acknowledge that I have been given full opportunity to discuss the ahove matters, my questions have beep

answered to my satisfaction, and I understand the inf ormation providéed.

Patient: ~ - L Date: . ___ Time:

Signature ' -
If patient 1s unable to sign or a minor, Person Authorized to sign for Patient: . _

Slighature |

Relationship to Patient: . _ Reason; _
Witness: . . __ Date;

Signature T )
Physician receiving Consent: __ _Date: Time: L
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