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CONSENT TO SURGERY OR SPECIAL DIAGONOSTIC OR THERAPEUTIC PROCEDURES
PATIENT________________________________________________________  DATE____________________
PATIENT’S LEGAL REPRESENTATIVE (If Applicable)_________________________________________
PATIENT’S DIAGNOSIS/INDICATIONS_______________________________________________________

___________________________________________________________________________________________

PROPOSED PROCEDURE(S)_________________________________________________________________

___________________________________________________________________________________________

My doctor has recommended the procedure(s) listed above and explained to me the associated risks, benefits, and alternatives; therefore, I authorize and direct_________________________________________________________________

_______________________________________D.P.M and/or associates or technical assistants of his/her choice to administer and perform all treatments, tests, and operations (including the administration of blood or blood products, if necessary) as part of the procedure(s) listed above, including whatever incidental procedures and/or additional services, involving radiology, pathology, and the like, that may be advisable to my well-being.  I consent to the administration of anesthesia or sedation as deemed advisable in my case.  The risks and options of anesthesia/sedation have been explained to me by my doctor.  I understand that anesthesia or sedation may be administered by practitioners who are not employees of the Hospital.

If necessary to my procedure(s), I understand that physicians, nurses, allied health professionals, and various providers of clinical services may perform certain parts of the procedure(s) within their scope of practice and in accordance with Hospital policy or other policies as applicable.  In addition, I understand that medical residents may perform, based on their skill set, certain parts of the procedure under supervision.  
My doctor discussed with me the known risks, side effects, and possible complications of the procedure(s), including, but not limited to, infection, hemorrhage, stroke, heart attack, blood clots in the blood vessels or lungs, allergic reactions, breathing difficulties, death and any others described as follows:_________________________________________________________
____________________________________________________________________________________________________

My doctor also explained any proposed use and the possible risks associated with use of advanced technology during my procedure, including but not limited to: electrical, sonic, laser, microwave, radiofrequency, and robotics.  I understand my doctor’s explanation.

My doctor explained the usual consequences of the procedure(s) to me and told me what outcomes to expect, but did not guarantee the outcomes.  My doctor(s) discussed with me the risks, benefits, and side effects related to alternative treatments or therapies, including the alternative of doing nothing at all.

My doctor also explained what care I may need afterwards, and approximately how long it will take for me to recover.

I understand that I have the right to consent to or refuse any proposed surgical, special diagnostic or therapeutic procedure without having alternative care or support discontinued.
I consent to medical photography or videotaping of my procedure(s) to be used only for internal educational purposes or for documentation as part of the medical record.  I understand that I may rescind permission to use photographs or videotapes at any time, for any reason.

I understand that tissue or body fluids removed or expelled during this operation or procedure will be disposed of or may be sent to the laboratory for pathological exam as deemed necessary by my doctor.  I consent to the disposal of any tissues or organs.  In compliance with federal regulations (Safe Medical Devices Act), if an FDA designated medical device is implanted during surgery, I understand that my Social Security number and name will be released to the manufacturer for tracking purposes.

I am aware that the practice of medicine is not an exact science, and I understand that no warranties, guarantees, or assurances have been made to me concerning the results of the procedure(s).

My signature below constitutes my acknowledgement that: 1) I have read, understand, and agree to the above information, 2) the proposed procedure(s) have been satisfactorily explained to me by my doctor, 3) I have all the information that I desire and have been given the opportunity to ask questions, 4) my doctor has explained alternative treatments and therapies and their associated risks, including the risks associated  with no treatment at all, and 5) I hereby give my free and voluntary authorization and consent to undergo the above procedure(s).
________________________________________________________________________
PATIENT’S SIGNATURE                            _______________________________      DATE_______________

PARENT/GUARDIAN, IF MINOR             _______________________________      DATE_______________

If patient cannot sign, state reason:              ______________________________________________________

PERSON AUTORIZED TO SIGN

FOR PATIENT                                              ________________________________      DATE______________

RELATIONSHIP TO PATIENT                 _______________________________________________________

SIGNATURE OF MEDICAL 

PROFESSIONAL WITNESSING               ________________________________      DATE______________

CONSENT

________________________________________________________________________

I acknowledge that I have discussed the proposed procedure(s), as described above, with this patient or his/her legal representative.

ASA class:    I    II    III    IV    V    E

PHYSICIAN’S SIGNATURE                     ________________________________       DATE______________
Addendum:
CONSENT TO SURGERY OR SPECIAL DIAGNOSTIC OR THERAPEUTIC PROCEDURES

Page 2 of 2
CONSENT TO SURGERY OR SPECIAL DIAGNOSTIC OR THERPEUTIC PROCEDURES
Page 1 of 2

