Age

that this Physician and his/her resident

physicians /physician assoclates(s)Vassistani(s) (list if known): )

are authorized by me to perform the surgical or medical To
)

As explained to me, | understand that this medical or surglcal proc®

cedure known as (name or describe)’

D

Redwz

and although no specific result has been guaranteed, It |s expected to accomplish the following (list benefils

and Include llkelihoed ?! achleving)

P

(Please selec({ A, B or C)

[ consent ta the use of anesthesla under the dlreclion and supervision of the UTMC Department of
Anesthesiology (I understand that | can request to see a list of the Anesthesiology facully, and such
list will be provided upon my requeat). All of my questions have been answered about the use of
this anesthesia. | understand that the altending anesthesbloglst may be assisted by resident
physicians, cerined registered nurse anesthetlsts or anesthesiology assistants. | consent to the
use of the anesthetics thal the anesthesiclogist has advised, with the exception of (none or a
particufar one):

I consent to the use of sedatlon (to relax me) and/or analgesla (o prevent and relieve my paln), to
be administered by or under the direction and supervision of Dr(s)
All of my questions have been answered about the use of sédation and/or analgesla. ! consent to
the use of such drugs as determined by the anesthesiologist, with the exception of {none or a

particularone):

1 DO NOT aulhorize sedaiion and have been advised of tha potential risks of no sedation.

(Please select A or B):

A
!
B O
c. O
A

B. O

| autherize the use of bleod and blood products determined to be necessary by my physician(s). |
understand that this Invoives risk of hepatitis, Human Immunodeficiency Virus (HIV) or other
adverse reactions, There can be no assurance agalnst these risks. | have been informed about
alternative means of therapy.

I refuse to authorize the use of biood or biood products. My physician has expfained afternative
means of therapy and lhe expecled or polenlisl consequences of this refusal.
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Informed Consent to Medical
or Surgleal Procedure
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6. As explained to me, | understand that any surgery or medical procedure(s), Involve elements of risk. As also
explained to me, | understand that there may be risks which are unexpected or not reasonably known. | further
understand that in my case, the reasonably known maEral f 7ks Include those Ilsled here. _

| recognlize that, during the course of the surgery or medical procedure unforeseen condiions may necessitate
additional or differont procedures from those listed above. In emergency situations, my plvymclan Is permifted to

proceed with mcemry addmo al or different proceduws that are in 'erl lnloresl Re Cﬁ ; 'g

7. 1 acknowledge tmtt(-e phyalclan(s has(have) explained to me the nature ahd purpose of the/pwcedure (s)and
what the procedure(s) Is (are) expected to accomplish together with the reasonably known rlsks. | understand Af&d ﬁ?\/
that | have a rght to refuse the recommended procedure. | have baen informed of alternative methods of
treatment. | have also been informed of the likely resuils i | remaln untreated. | have had an opportunily to ask @Wd) ﬂ,-,
questions and all of my guestions have been answered in a satisfactory man

I hereby state that | have read and understand t

Signature of Patlent (If necessary Legal Reprose: nship,

Witness Date: 7 , ‘ 0/) Tlmo 4 (}U Cam P

(Witness |s the person who obsaives the signature of the patient (or the patlent's legal represeniative). The witness
may be the PhysiclarvRes|dent, assistant, or any hospital staff member. The witness may be the same person below,
assisting in completion of the form.) The wilness signature line must always be completed (even  (he witness and the
person assisting In the completion of the form are the same)

Printed Name & Poslition of Person assisting In completion of Form: E Q’\ 6\/\/\/;; -~

(This person may be the Physician/Resident providing the informed consent discussion or may be an assistant to the
PhysiclanvResldent famillar with the informed consent. If an assistant completes the form, the Physician/Resident
must document the Informed consent process In the medical record.)

Signature of Person assisting In completion of Form%/ V{ Tﬂ m’ KheY\/n'*
llme Date: q_,_‘_a] WM)




