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— CONSENT
PERMISSION FOR OPERATION. ANESTHESIA,
SPECIAL TREATMENTS OR-PRGCEDURES

: ACC: 1 ]
374 Stockholm Street, Brooklyn, New York 11237 4 > (6 /A
3

1. PERMISSION GRANTED i grant m.y permission to N‘H M C_ - or his/hér
colleagues associates gr assistants at Wyckoff Heights Medical Cepter, to perform on the Patient named above the, following:
e A (Lerza\\r\ )‘V\;g‘nu C.@w-g'ucag QapLLaj-.eg PICQ_ "

T~ B - _

TYPE OR PRINT NAME OF PROCEDURE

2. NATURE, PURPOSE, BENEFITS AND ALTERNATIVES HAVE BEEN EXPLAINED The physician has explained to me the
nature of the operation or procedure and the reasons why it is recommended. He/she has also explained the benefits which
may be expected from the operation or procedure and has advised me of any possible alternatives to the proposed

./ treatment, including the risks & benefits of those alternatives. '

3. RISKS AND COMPLICATIONS HAVE BEEN EXPLAINED The physician has informed me that there are certain risks and
material complications which may occur as a result of the operation or procedure. | have been told what these risks and
complications are, and the discomforts that each will cause. | have also been advised that there are certain risks, some of
which are rare but may be very serious, which are associated with any surgical operation or procedure of this type, and these
risks have been explained to me as well.

~ 4. UNFORESEEN CONDITIONS WHICH MAY ARISE | understand that during the course of the operation or procedure,
unforeseen conditions may arise, which were not anticipated by my physicians. If this happens, additional procedures may be
necessary to correct whatever problem develops. | therefore consent to the performance of such additional procedures under
these circumstances.

5. CONSENT TO ANESTHESIA | consent fo the use of anesthesia to be applied by and under the direction of the
anesthasiologist. | give permission for the use of whatever type of anesthesia the anesthesiologist recommends. | have been
advised that certain risks and complications may resulit from anesthesia and those risks and complications have been

‘explained to'me. 3 RN :

6. CONSCIOUS SEDATION I hereby‘authorize and direct the above named physician and/or his associates to provide the
administration and maintenance of conscious sedation. | have been advised of the benefits, alternatives and risks associated
with conscious sedation. _

7. BLOOD TRANSFUSIONS Blood Transfusions may be required. In this case, | have been advised that there is some risk of
hepatitis, AIDS, or other reactions  (No-test exist which can prevent every possibility of hepatitis or AIDS.) | have been
advised that | can refuse Blood Transfusions.

8. DISPOSAL OF ORGANS OR TISSUES The hospital may examine and retain, for medical, scientific, or educational
purposes, any organs or tissues removed from the patient. The hospital may then dispose of them in accordance with its
usual practice. N |

' 9. NO GUARANTEE No guarantees or assurances have been made to me concerning the results intended from the operation

S or procedure. The physician has discussed the likelihood of achieving the expected outcome.

10. PHOTOGRAPHING | give permission for such photographing, videotaping, televising or other observation of the procedure(s)
as may be purposeful for the advancement of medical knowledge and/or education, with the understanding that my/the
patient’s identity will remain anonymous. "

11. FOR PATIENTS WHO HAVE DNR ORDERS | understand and agree that the Do Not Resuscitate Order will be (check one):

| [J Maintained O Suspended for the following period: (check one): O In the Operating and Recovery Rooms

N O Other (specify). _ _ . _

12. UNDERSTANDING OF THIS FORM | have read and fully understand this form. All blank spaces have been completed. | have
asked the physician any questions | may have had. The physician has answered any questions | asked to my satisfaction.

®

PATIENTIOESCNNMT EAATTV AUTHORIZED TO CONSENT WITNESS
(SIGN2 (SIGNATURE)
(-fl’-F.iTN_T G (PRINT NAME)
- (RELATIONSHIP, IF SIGNED BY PERSON OTHER THAN THE PATIENT) . . (DATE) 19/ 'Z,Z T

Interpreter used T Yes (0No [JLanguage Line Name: o
| . PHYSICIAN'S CERTIFICATION |

| herby certify that | have explained the nature, purpose, benefits, risks of, alternatives to: conscious sed_ation. blqod transfus:ion

proposed procedu re/operation; have offered to answer any questions and have fully answered all such questions. | believe the patient

g y y. H‘

Physician: _ S —
THIS DOCUMENT MUST BE MADE PART OF THE PATIENT’S MEDICAL RECORD

(“PHYSICIAN” AS USED HERE INCLUDES DENTISTS, ORAL SURGEONS AND PODIATRISTS)
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CONSENT
PERMISSION FOR OPERATION, ANESTHESIA,
‘SPECIAL TREATMENTS OR PROCEDURES
. . I

- PERMISSION GRANTED | grant iy permission 1o ZA KT LvIV/5Y 480477 e NI R or his/her colleagues
assqciates or assistants at Wyckof 2959"%5}/'8 ical Center, to perform on the Patien namied above the following: : o
cision CA N Z ¥ "y '} () | ) . -
q F 4

3_':1 OISV
TYPE OR PRINT NAME OF PROCEDURE
2. NATURE, PURPOSE, BE R _
RECUPERATION HAVE BEEN EXPLAINED t,

5 hy 0 ' 10f LG O€-¢$S

3. DISCUSSION OF THE RISKS AN
have been told what these risks and complications a;
are rare, but very serious, aiid ard a ociated witf

LT [

& eondiioe SEN CONDITIONS which may arise have been discussed, | undsrstand et during the course of the operatio; or prae. i

. ‘e "t e % i
. CONSCIOUS/MODERATE SEDATION: | hereby'a -
.and maijntenance of conscious/mode | sedation. fave been advised ofthe be'neﬁt_s. altematives and risks associated with cbnscinus/moder_ate sedation.

BLOOD. TRANSFUSIONS: _Blond;'ﬁadsfﬁsiéns m y be required. In this case, I have been advised that there is s_omé risk of hepatitis.'HlV/Ale or .

other reactions. ‘(No tests exist which can prevent every possibility of hepatitis or HIV/AIDS transmission.) 1have been advised that | have the righi to
refuse blood transfusions. : o T : _ S

; li!SPOSAL OF ORGANS A_I'SDIC.JH TISSUE: The ' ospital may examine Enql retain, for medic-al, scfentfﬁd. or ed;:cational purl-:ns'e‘s, éﬂy organs ar.ldl' |
or tissues removed from the patient. ;The hospital i ' ith i nracti .

. NO G'UARANTEE_S: No guarantees or assurances have been made to me concerning the results intended from this operation or. pracedure.
physician has discussed the l_ikqlihémid of achieving the expected outcomes, s . L op p edure. The

. PHOTOGRAPHY: .| give permission for such photographing, videotaping, televising or other recdrding/obserirziﬁon of the operation/procedure as may

bedpurpnseﬂg for the advancement of medical kno?vledge and/or education, with the understanding that the patient’s identity wil remain anonymous
and protected. L. . | , 6

| .

. FOR PATIENTS WITH DNR ORDERS::| have thoroufghiy discussed my wishes with the physiclan(s). 1 understand and agreé that the Do Not Resuscitate
Order will be (check one): ) Maintaiied 0 Suspended for the following period: [J inthe O.R. and PACU - " ' -'
D Other: (Specify) S ’ ] : '

12. RECOVERY AND FEcuﬁERATION: The physician has discussed the expected reqoverylrecuperation' timeframes and limitations, including any-
impact on the activities of daily living. .. : : =

13. UNDERSTANDING OF THIS FORM: | have read and fully u;tderstand the coménts of this form. Afl blank spaces have been compléted. J havé asked
e, m%;z-ysi’qian any questions that | may have had. Tii-ne physician has answered those questions to my satisfaction. .. ..
g’; ggﬁ PERSON LEGALLY AUTH IZEN.TNA OQNSENT - WITNESS : )

y 12/i/22 4.4y | ' -
f:‘_ - o A — — . -——-'_—-—-—-_____.
7 Sitnatu D :
; 4

/ 2 6?, " L{ WSignglu@ -
;rint Name and TEIE- '22'2__ O 4 7T :
Date and Time '

| (Identify by Name or ID#)

o ol

ot o e fey

A ¥ ! hd;i;}t,fé
-

\eiE P Relationship, if signed by person offer than tha patient

INTERPRETER USED [J Not Applicable O Yes:

s W NS 8 Sk B - Eew
e

| herel_iy certify that | have explained the nat A purpose.g benefits, risks, complications, likelihood of achieving the goals and any potential for problems
in the recuperation. In addition, | have explained the alternative, including the option of no operation/procedure and the risks and benefits associated
with the alternatives, | have offered to answer any questions and have fully answered alj such questions. 1| believe that the patient/person legally

autherjzed to consent for the patient. fully under<tands all that | have explained and answered. ' :
! vate:_(Z/)) 2P0 P LA
‘;.EAHIHI EFWFIEBI' algnqum .ﬁ : / ‘ ] . ) . .

Pliyswian s/rrovigers Printed Name/ID $tamp - l f 7 ‘
. o :
s Reviewed By: ; :

. oyt
ey

fLqan

\;,."' J: ?'"'.'
.;.;“I-'::__ Il(‘
‘ ‘-"E'? )

F. & **-':

Date:;_____________Time:

Attending/Operating Physiclan Print/ID Stamp ~ _ i B L . K
' 0542 REV 4/14 . THIS DOCUMENT MUST BE MADE PART OF THE PATIENT’S MEDICAL RECORD.

‘HPM'EIAMI' Al QA MEAIATES M ases e ..
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GONS k= NT Inpatient 11-29-22

PERM;SSIOPC FOR OPERATIOK, AMESTEEES!A, o ADM

. _ SPEQIA& TREATRIENTS OR PROCEDURES i L

1, PERMISSION GRANTED ! grantmy permissionto____[ 0. XD 0@ext  °  yhmercolieagues
" assoclateg or assistants.at Wyckoff Halgﬁlg Melual Center, to parfo tf the Patlent named above the foliowing:

_Aﬂ " ).1 £ N7 i, ?4; e

TYPE OR PRINT NAME OF PROCEDURE — —
NATURE, PURPOSE, BENEFITS, RISKS, COMPLICATIONS, LIKELIHOOD OF ACHIEVING THE GOALS and any POTENTIAL FOR PROBLEMS IN THE

2. - - ) L] g - # L] P | ¥ - = . - T4 -
REGUPERATION HAVE BEEN.EXPLAINED fo mg'by the physlclan éhd why he/shéisecommending I Hé/she has alsé.e¥plalnedthe expectad atitcomes
and adyised me of any possible alternalives; inclitding the risks and benefits of thoss alternatives, including the alteiritive choice of no operation/procedure.

' * am [ ] - = - - 2 .{ 4 ) L of S i

'3, DISCUSSION OF THE RISKS AND COMPLIGAYIONS Inclided ihég.-é"cni. Ti:gahonawhlnji may o as & tesult of the operation or procedure, |
have beén told:whalthess risks and complications atié and ~th_‘a‘-_i:_|l'gé_§’lj;fgr_t'a'!_hat;ga_ch could'cause! |*have also bisen made aware of ¢erfaln risks which
aram‘bg_l;_vary serlous; gr_t_d:aré AsBoclated with ariy surgiéal operatior or procedire of this type. _Thiés have been explained to me, as well,

BRESEEN CONDITIONS which may arise have been discussed: |.understand that during the cours of the operalidn of procedure, Unforesean

4 UNFORESEEN GO .
condillons may arisa, which wers not anticipated by my physicians, If this happens, addillonal procadurés may. be nacessary to conect whatever

 problér(s) deVelop. 1therefors cofiséint fo 178 parforiianc'of ary such additional procédures under thesé circuriistanées.
f the anesthesiologist. I give penmission

s N R .
5; CONSENT TO.ANESTHESIA: |consent to the use of anssthesla to bé applied by and-indet the directian o
for the use of whatever type of anesthesla the anestheslologist recommends. Fhave been advised-that certalin risks and tomplicatibns may result from
anesthesla and those risks and complications have been explalnedtome., ", . .. . . .. L .,. . L L
6. CONSCIOUS/MODERATE SEDATION: | hareby authorize and diféct thie abové-nained physician ad/or Histher 535diatés t6 Brovide thb d4ministrati
and maintsnance of consclous/modsrate sadation. | have been advised of the benafits, alternatives and lisk’s'a"s'Egclét'é’il with “ebﬁ?hinhslmﬁ'dﬁfa’ié’??dﬁﬂu?
7. BLOODTRANSFUSIONS:. Blood tanshisloris miay b8 reqliffed, ‘I Thl§ asi; | hav béen sdyiséd. that there 15 Soie risk of Fepatitis, HVV/AIDS,
‘othér redctions. (Notésts'exist which ‘cah ﬁ'fe\iantaayvéiy possihllity of hepatitls Bli' HNIAiDS‘ti‘a{é'iﬁi?s'ﬁnJ I'have bgén advised t:pat ?ﬂ:va.mé right :
refuse biood transfusions. i ' E
8. DISPOSAL OF ORGANS AND/OR TISSUE: The hospltal may examine aod retain, for medical stientific, of egducational purposes, any craans
. ortissiigs refiovad from the patient. The hospital may. then dlwn_sioﬁﬂ@ix,ﬁaﬁi”%@ witl':' its usial practices,. FWP " W " am:.ll
8. NO.GUARANTEES:. No.guarantegs or assurances have. besn.mads to me conceming the esulls Intdtidéd fram this operation ¢ procedure. *
physician has discussed the fikelhood of achlsving the'expacted.outcomes.: ., .. .g- S vLopr s B b
10, PMOTOGRAPHY: I-give permissian for suchphotographing; videotaping; telivising or other recordina/cbservation of tlis oferatio: rocadure as i
bnﬂpu'rphs‘aﬁl for the advancemant of medical knowladge and/or education, with the uriderstanding gll’ﬁt the-patient’s Idéngw-‘ﬁfill'r:m&lh' éhhnym':z:
an ,p.‘_.lumta_.“.d' I ‘ A .. Giiof g . T -
. """""t"'-:'.ﬂ?“ I y . . : . : L. . - . ’ s .
' 11. FOR PATIENTS WIYH ONR ORDERS: 1 hava thoraiighly discussedmy wishes with this physiciahis);- | widerstand and sgres that fie Do Not Hesusei
' Orderwill be'(check one) O Maintained O Suspanded for the following period: ©) |ﬁmofg' and PACU ~ * - gres thathe Uo Not A, tate
UOM(SFQGWL PP LR S VL T T o R A i el ' d
’ : B IS AR T T S PR oy "o y LT bl § e T e
12. RECOVERY AND RECUPERATION: The physiclan has discussed the expacted recovery/recuperation tim
13, UNDERSTANDING OF :I'H'l§ FORM: | hava read and fully undérstand the contents of this form. All blank spaces have been completed, | have asked
_m;#sjcian any questions that | may have had, The physiclan has answered those questions to my satisfaction,
PERSONLEGALLY AUTHORIZEGTO CONSENT .~~~ .WITNESS . T " -

T zl3 M]i3am it
Aegr= ~ = 1v — DawTime e —— e
. | AL

12/8 U434
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Be
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eframes and Ilmltah‘ﬁns; including any

;';I:I Nams Date/Tims ;m-ﬂml and , :
Relationship, if signad by parson other than the patiant Date and Time : _
INTERPRETER USED O Not Applicable 0 '

{identify by Name or IDf)

_ _ PHYSICIAN/PROVIDER CERTIFICATION/ATTESTATION
| heraby certify that | have explained the nature, purposs; benefits, risks, complicatians, likefihoad of achisving the goals and any potential far problems
in the recuperation. In addition, | have explained the gltam@waﬁpq_lgd'mg the option of no’ opar_a;imﬁprocaﬂu_l_p and ths risks and benefits associated
with the altemitives. | have offeréd to answer'any questions and hava fully"answered all stich questions. ‘1 balieve that thé patiant/person fegally
authorized t6 consent for the patlent, fully understdnds aff that{ hava explalned ‘and answerad. ' ' 1117 '
IR 4o

__ pate /Y22 . 1ime

Physiclan/Provider Signatud~O> |

Physiclans/Provigers Frinted Name/iD Stamp

. - - -Reviswed By
. - ' Date:

“3 . AtendngOperating Physician Signature

Time:

Attending/Oparating Physiclan Print/iD Stamp _
0542 REV4/14 ° THIS DOCUMENT MUST BE MADE PART OF THE PATIENT'S MEDICAL RECORD:-

. ("PHYSICIAN*® ALSO DENOTES DENTISTS, ORAL SURGEONS AND PODIATRISTS)
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Patient Property List

—

Clothing Disposition:

Clothing sent home with (Name/Phone Number/Relationship):

ELECTRONIC DEVICES (Describe Items) Y/N:

Cellular Phone:

Tablet: -

Laptop:
MP3 Player:

Other Devices:

Device Disposition:
i

o’

Valuables Envelope # : .
Electronics sent home with (Name/Phone Number/Relationship):

Medications Y/N: ‘Medication Disposition:

Medication sent home with (Name/Phone Ndmber/Relationship):

Witness

' The Hospital is not responsible for any clothing or property left
in the Hospital, or any money or jewelry left at the bedside. -

Rev. 6/2012
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Patzent.Prqperty List

Completed by Signature:, ‘ j
Print Name:

Pt. educated .about use of in room safe7 (N/A ED and Peds.)

iy -t 2677 with, pahed

IDs and Credit. Cards: . Jewelry (Describe Items): ) | ‘ l |

& ~ P

_yaluabies D}sposition: Valuables Envelope #
Samiom | wakcfy blaclk

Valuables sent home with (Name/Phone Number/Relationship):.

Dentures:

" Denture Disposition:

Dentures sent home with (Name/Phone Number/Relationship):

Comment: (If glasses or hearing aid, list here.)

CLOTHING (Describe Articles) Y/N:

ShirtOb]ﬂbUI(

~ Pants: Zm,(/[( SWM}J .

shoes: h la(l¢ Sow

Dress: -L/ﬂ.(//( "Louo{-/j 0"\4 L’“L- S\.JC!/'K
Coat: {\,}

Sca;f: PJ

Gloves:
Hat: l“'(’l <

Other: S}U’M A&LJ Cbz%c
owa( g ¢ “Ganlen 00 "5"‘*"’1"3

Rev. 6/2012
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wyckgﬁ MRN:W850095359 5S 516-

Carrillo, Jose M 37 .
Wyckoff Heights Medical Center Depaz, Hector Inpatient 11-29-2:

374 Stockholm Street, Brooklyn, New York 11237 | ACC:W00851146725 ADM 06-26-198

NON - OR PROCEDURE . | ORI
VERIFICATION SHEET

Locaton cinie__ k100

Procedure

] ar ﬁ.::' EF: I:-I.. rﬁ% ét_‘;{:#ﬁ:’i: :.’ :I "-:I:.n' I."‘ . ::
: 'l oy : :.'-II .:' l!-:o-u'&'{ -’:::I' - .'. ' -r"l:.r'i‘ .::-I::. " .

 po ;l ""‘:t.:l:‘
i I i 2k F e i U e gt
g o OIG UREF-"“»!{-.""%?'-

.. PROCEDURESUPPORT.STARF . [LEFT.
1. Verify patient's full name. . |
2. \Verify patient's date of birth. .

-
»

L] H“ ‘l

h

3. Verify consent with patient as to g
procedurelsi&elsite. “~

SR

snp sl b o R o

R e o ARV TP RN Al SIS ISP Pt UL e Yot M (1o 1T R R A n e e e e,
ASANESTH Eﬁl,&:"ﬁé BSONNEL ' PRESENT: =/} LEFT. RIGHT |- N/A'LYES 4 --NOy: ‘Jr""f-.-{‘ 3 é..,e-""%-ff ﬁ&ﬁaﬁﬂ@?’ﬁﬁ
O B B b B L L e L W Lk T R 2
Present: O Yes BANo m RS IR e X E"w'l" "f{:gﬁﬁ‘h??;;.:.E:i'.lédﬁl::i'.;;-?;it T.-.'“E'!l‘ __g.'ﬁfﬁi?ﬁ
1. Verify planned procedure and site with / . :
patient. -
2. Verify consent as to procedure/site/side. -u- | -
RORAR . ek Yy e M A T X e e o AL PRI IEEINCTNE ST P WA B o T AN T O R S S
- PHOVIDER:BERFGRMING/PROCEDURE .| .LEFT-| RIGHT | WAL YES NG o i TS IGNATURE o
1. Reconfirm procedure/side/site and -.. )
. consent with patient. —_—
2. |If appropriate, mark: site/side with indelible
pen, mark to be visible after draping. _
3. \Verify presence of appropriate clini?al ,
studies, if applicable. —_—
4. ASA status and MP classification verified . |[+-:.*:[ "> | [ V [ -
5. No sedation indicated -—-"_

1. Availability of Needed Supplies/

Equipment/implants '

2. Correct Patient Position

. muq"llls ..-r ":"' . . . ii'l‘= . L L.
] [ ] ]
“. I. ]

: e PT Yo {
il o g "-:'E o PO T Y o i‘- ‘-:'
T CONFIRMED
.
]

: ™
m- m

TR 18
RN |

»
. . . .'I'l .
L » - &

2. _Anesthesia Staff, if Present

DISPUTE RESOLUTION INITIATED .

DESIGNATED STAFF COMPLETING FORM: | pririt Name

r--f-l'.i-'.,_
L) | . W .f-.}
I P—]

Title: L Date: Time:
o [vem o e [T

FORM D0-0RR? 4114 .




Wyekoff

Wyckoff Helghts Medical Center

. 374 Stockholm Street, Brooklyn, New York 11237.

[

NON — OR PROCEDURE VERIFICATION SHEET

Location/Clinic: _6 I 6 A

3 "
Procedure: [ N\CAS{E L\

PROCEDURE SUPPORT STAFF

1. Venfv patlent s full name

[ 2. Verify Patient’s date of birth

3. Tlerifv consent with patie"n_t as to pro?edure
side & site_

4. Verify procedure side & site with

| appropriate medical record documentation

5. Pre-procedure vital signs done and
reviewed, intravenous access checked &
functional

ANESTHESIA | PERSON EL PRESENT
| Present: [ Yes No

1. Venfy planned procedure & site with _
patient.

MRN:W850095359 5S 516-A
Carrillo, Jose M 37y
Depaz, Hector Inpatient 11-29-22

ACC:W00851146725 ADM

LT DA Car

05-26-1935i

Date: } 2/l ) zo% Time: Hbi &/Liaﬁ.»m

F-pl- Y,/ ‘7 9'%.‘ ! 0/b8Ca

2. Verlfy consent as to procedure / site / side

___PROVIDER PERFORMING PROCEDURE

e e N T
1. Reconfirm procedure side/site & consent

| 2. If appropria-t?,mark site/;?de with indelible
pen, mark to be visible after draping.

3. Verify presence of appropriate clinical
studies, if applicable

[ 4. ASA status and Mallampatr classification
_verified

5. Reviewed and evaluated patients Hlstory &
physical including medications

| IMMEDIATE PRE-PROCEDURE

_ VERIFIC_&TION (TI_@_E ouT)

1. Availability of needed

I supplies/equipment/implants
2. Correct patient, position & site

[3. Immediﬁely, prior to inductioni_
administration of sedation patient was
reevaluated

CONFIRM ED

LEFT | RIGHT | N/A | YES [ NO SIGNATURE & TITLE - -
| | N h . T - I o
| LEFT | RIGHT | N/A | YES_4 NO SIGNATURE & TITLE A ¢ |
ere— _.I .

| Vv .
— 1

LEFT |RIGHT | N/A | YES | NO | SIGNATURE & TITLE / - )
1

4 / I
LEFT | RIGHT NO | SIGNATURE & TITLE A

| 1. Provider Performmg

! 2. Anesthesua Staff, |f Present

3.RN, if Present o

4. Other Staff, if Present

DISPUTE RESOLUTION INITIATED

DESIGNATED STAFF I PRINT NAME:. .

COMPLETING FORM:

Fr

ITILE,

FORM 00-852 4/14. Revised GP 10/2022

(AN

r SIGNATUI

—

UALE:\ 4 ZZ _%75 "Z"’é/()@"\:'r

|




5S520-A g ai. L.

l Alew, - 374 STOCKHOLM STREET - MRN:W850095359 Ry
- ‘ o i BROOKLYN, NEW YORK 11237.  Carrillo, Jose M 37y ek Ty
| ' Depaz, Hector Inpatient 11-29-22 e

Wycxkorr HEZioNTS MEOICAL CENYER . _ ACC:W00851146725 ADM 06-26-1985

' } | N - ._
' , PROGRESS NOTES oy T

m Peripherally Inserted Central Catheter (PICC) Wave Form .
E-LL’A._A g

Catheter Measurements: EXTERNAL (D(\/m ~ INTERNAL ﬁc I

MRN:W850095359 5S520-A . ePICC SOLO?™ Catheter with Sherlock 3CG™ Tip
Carrillo, Jose M q7y == Positioning System (TPS) Stylet O | g
y "EP11194108D5 01)00801741155192 TR L
Depaz, Hector Inpatient 11-29-22 LTREGQ1419 3172(2;%06‘31 410 " g
ACC:W00851146725 ADM 06-26-1985 {22501 - ]

,' LT
/G !EL)" Shertock BCGM B 11 Exit Site Marking: —_—

Tip Confirmation System PlD2: 2022-12-12 13-06-37

EXTERNAL

INTRAVASCULAR ‘ U

1] | |

]
a
] L
» L] - - -
L}
- - -
- - .
\-l
[ . L |
-
» - -
]
»
', -
1 i .
]
L

FORM NO. 00 0775 886 REV.187 WorkFlowONE Y0237034
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Wyckoff

Wyckoff Heights Medical Ceriter
374 Stockholm Street, Brooklyn, New York 11237

NON - OR PROCEDURE
VERIFICATION SHEET

(' j"l D ﬂ

Location / Clinic

Procedure Insertion of a Penpherally Inserted Central Catheter (PICC) by Nurse

1. Verify patient’s full name.

2. Verify patient’s date of birth.

3. Verify consent with patient as to
procedure/side/site.

4. Verify procedure/side/site with appropriate
medical record documentation.
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Present: (0 Yes OO No

1. Verify planned procedure and site with
patient.

2. Verify consent as to procedure/site/side.
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1. Reconfirm procedure/side/site and
consent with patient.

2. |f appropriate, mark site/side with indelible
pen, mark to be visible after draping.

3. Verify presence of appropriate clinical
studies, if applicable.

4. ASA status and MP classification verified

S.. No sedation indicated
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1. Availability of Needed Supplies/
Equipment/Implants
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1. Provider Performing Procedure

DESIGNATED STAFF COMPLETING FORM:
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PowerPICC SOLO2™V Catheter with Sherlock 3CG™ Tip

Positioning System (TPS) Stylet ! 2]
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Erwm D. Tangonan, RN #18579

Date:

Vascular Nurse Specialist D N NBRA &
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