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PATIENT st # | hirve concems or would lke more detalled informaton, | can ask more questions and gol more infarmation from my
AFFIRMATION
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'#GIHPAW“DW,CO‘M‘WTWY. TMJ RECONSTRUCTION WITH RIB CARTHAGE, FEDALED TEMPORALROFPARIETAL FLAF

L —_—— I“ i Pawent ! Representatve
actng on hisMer bahall, ) fequos! the pFOCedLFN/ODErstoNANEAUTGN S8 0Ll Delow.

| hawve reguested Dris). -PSHI MD, ARJUN ]
and supenise my procedure/ocperationireatment which has been explained o me 10 be:

My gocior's sxplanaon inlormad me aboutl my msdical concdSon as well 85 the Common 1oMseeabia bonedts and rsks ol the
procedure/opeationieatment as well as of its reasonable aberratves, f any.

1 know, 100, thal during my procedue/opecation¥eaiment i may become appanenl 10 my docios (Rl in hishor prolosssonal agement funher
procedures, operations, or Yeatments may be necessary. | therefore authorize modification or extension of 1his consent 10 incluce those
addmsonal procedures which in my doctor's professional judgement are medically necessary under these special circumstances and for my
benelit with the excepton of (chock ona): Ol type of peocadure [ no excepsons
Tunderstand that f a member of the Depanmaent of Anesthesciogy 15 80 participale in my care, for gencral, regonal, or montorned anesthesia
CaI0, & SApaale consent will be oblained for these sennces.

¥ my doctor has evdicated 1o me that | will require a local anesthetic as pan of my procadune/ogeralionfneamant, | SUthande RS administration |
acknowiedge thal my docior has explained the banefits and risks of my receiving a local anesthetic as well a5 a reasonable ahernative, # any.
Posential risks mary include but are not imited to pain at the injection sitp, of very rarely allergic reaction 10 the anesthetic. Further, | understand
that during my pIoCecure/CRention/aat ment, LnioMiSeen CHRCUMSANCES May ICquite alternative methods of anesthessa, such as general, and |
therelore authorize modiication of anesthasia adminstrabion whech My doCI0rs profossonal judgement INCRCMes 10 De NOCESSary wnder the
CHCUTSAMCHS.

It it is anscipatod that | may roquin transtusion of blood or bload products dunng my procedure, | will e roguesd 1 sign a sepante INFORMED
CONSENT TO BLOOD TRANSFUSION AND/OR BLOOD COMPONENT ADMINESTRATION form. If in the event of an unanticGipaled e goncy
dunng my opecative Gare and based on the medical judgement of my physican, | requine the transfusion of biood or blood products, |
undarstand they will be administered and agree 1o such action being taken.

Knawang that the George Washingson Ureversity HospRal i 8 1eaching institution, | understand that along with my doctor and heuher assstants
and desgneas, other Hospital personngd SUch &S rosidonts. ¥ainaed, rumes, and Chncaaes will D mvohdd in My DOCBISOpe ationy
WNM-‘WMW”NW““WMWNMUWMWM.

| Consent 10 the BPEORKNG Cpaal of Ay t5sue Of Pat femaved kom my body and 10 the taking of photographs durnyg the
PHOCOO 8/OParabON T Batment for research, leaching. o sCENfic pUFPOSES &S long as My ety is not disciosed.

I agree 10 e appropnaty daposal of any is3ue or pan removed Som rmy body. 1o the takng of photographis durng the procedureioperaban
treatmont for reseaech, teaching, o scenic purposes as long as my identity is not cisclased, and 10 participate in the

resaarch protocol/peogram.

By signing this roqLarst S0rm, | am MdIGabing that | undestand the contents of s GOCLAMENT and 89100 10 13 (FovsIons. | know]

attending phiysician. | am also acknowledging that | know that the practice of anesthesiclogy, medicing and surgery & not an
mmwmlmmhugmnmmmamammw

Slwuwofphyumnmummmn
ather than physickan performing procedure

174
| amest hal this pationt or The representative ramed abowe has baen informed about the common foreseeable nsks and A

benefits of undergoing the procedure as well as &5 reascnable altemative(s), f any. Further questions with regard 1o this
POCRdUre have Dien ardwoned 1o his/her ppanent satistaction,
PHYSICIAN WE
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