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CONSENT TO OPERATION, TREATMENT OR OTHER PROCEDURE

I hereby authorize Dr.. __ ‘to perform upon. {patient)
the following operation, treatment, dr other pracedure;

""My physician has explained the natiire, advisability and puipose of the operatiofi, treatmént 8t other procedure, together with
the benefits hoped to result; the risks and the possibility of complications; and alterriatives to the operation, treatment or other
procedure, if dny, and the risks of such alternatives. | understand the explanations that have been given me and ! understand
that no guarantee is offered as to the résults of the operation, treatment or other procedures.

1. Tunderstand that soma important surgical tasks may be performed by other doctors, assistant surgeons, providets or
residenits under the supérvision of my doctot.

2.1 authonze the physu:lan to mark the currect surglcal slte wnth a temporary skin miarker p!‘lOl’ to the procedure

3

make an ex“tensmn uf' thﬂ griginal operatlon trea,tmﬂnt or other prqcedure advisable. Iauthonze and consent .to such‘
extension or other operation, treatment, or other procedure as is advisable in the professional judpment of my physician or
physiciahs. ‘

4. 1anthorize and consant to the disposal, use, retention or donation by the hospital, at its discretion, of all tigsues, materials
and substances that would normally be removed in the ¢ourse of the operation, treatmerit or other procedure, sxcluding fotal
remamsfproduets of conception, as per the Fetal Specimen I¥isposal Policy.

5. 1 give my permission for-observers to be-present during my.surgery or procedure for purposes of their medical training or

for technical support.

I consenit to the taking and reproduction of any photographs-ot video during this procedure for medical purposes.

Blood and Blood Products: [ consent to the administration or transfusion of whole blood, packed red blgod célls, plasima or

platelets if I experience acute-blood loss, acute or chronic anemia or other condition in which physician believes:bltod.

products are necessary. I understand there are no true alternatives to blood products that are capable of replacing the

blood’s ability to carry oxygen or to clot. My physician has.described the risks, benefits and alternatives of this therapy. I

understand that there are rigks involved in receiving blood products even though precautions are taken and the blood and

blood products.I receive meet all state or federal requirements. These risks include fever, allergic reactions, and
transmission of diseases such as hepatitis, HIV and cytomegalovirus (CMV).. My doctor has discussed with me the risks of
not.consenting to receive blood or blood products.

Mo

8. Thereby certify that 1 have read and fully understand the above Consent for Surgery and/or Special Procedures. T understand
that I shou]d not sign this form if all items have not been explained or answered to my satisfaction. I have been advised that
if I desire further or more detailed explanation concerning my diagnosis, recommended and alternative procedures, or-
posmble risks and consequences, it will be given to me by my physician. However, I am satisfied with the explanation

given to me.
Signature of person Parforming Operation, Treatmeant, or Procedurs: Date Time
Signature of Patient or Legally Authorized Representative: Date Time
Relationship of Representative ‘Reason patient Is unable to sign
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