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Consént to Surgical/Invasive Procedure

AUTHORIZATION: | authorize the performance on myself/the patient,

the following surglcal/invasive procedure(s):

%&ﬂ!@_'[w‘/b COrDaAN Y DNEivendwn
I undErstand that the surgery/procedure will be performed under the directio ervision of the following

physicians or medical practitioners or thelr assaciates:

SEDATION: | have been advised that moderate sedation may be a red to perform the procedure and have been
informed of the risks, benefits and alternatives. The risks or complications inchude but are not limited to nausea, vomiting,
memory dysfunction/memory loss, depressed breathing, Injury to blood vessels, increased awareness, anxiety or discomfort,
and potentlal conversion to general anasthesla.

DTHER QUALIFIED PRACTITIONERS: | have been advised that the su rgeryfproudure{s] may be performed by other medical
practitioners under the direct or Indirect supervision of my/patient’s physiclan/provider or asseciate, tundersiand that the
qualifled practitioners may include but are not limited to, residents, medical students, other clinical students, allied health
professionals or assistants. I consent to these other qualifled practitioners 1o perform Important parts of the
surgery/procedurels) and | understand that they will only be performing those tasks within thair individual skills/training.
TECHNICAL ASSISTANCE: | understand that physician/pravider or assoclate may utilze the technkcal support of a vendor
representative related to the use of medicai device, procedural equipment or instrumentation.

OBSERVATION: | cansent to the admittance of qualified observers for apprawd educational purposes as approved by the
Advacate facility and the Attending Provider.

HATURE OF PROCEDURE: | have had an opportunity to discuss the surgery/procedure with my/the patient's physician/provider
or assoclate. The nature of my condition, the nature and purpose of the surgery/procedure, Induding the failure to treat my
candltion, the risks and benefits, possible complications and adverse outcomes {including byt not limited te severe disabiity or
death) and any available, feasible treatment alternatives have been explained to me, 1do hereby assume all risks involved and
understand that no guarantee or assurance has been given to me by anyona as to the results that inay be ebtained,
ADDITIONAL PROCEDURES: | consent to the performance of surgery and/or pracedures in addition to or different from those
planned, whether or not arlsing from presently unforeseen conditions, which the above named physician/provider or assaciate
may consider necessary or advisable in the course of the surgery or pracedure induding the use of additional medical
practitioners as needed.

BLOOD PRODUCTS: | consent to the administration of whele biood or blood companents. It has been explained to ma that
there is the possibility of ill effects Including, but not limited to infection and other disease resulting from the administration of
blaod or blood components. | acknowledge and agree that neither the physiclan nor the Advocate facility provide any
guarantee nor warranty with respect to the blood or blood components. *if polients requests bloodless procadure obialn
patient signoture on Refusal of Blood Administration Form*

8. MISSUE USE: | authorize the preservation and use for sclentific or teaching purposes, or otherwlise dispose of, the tissues, body

fluids, or body parts resufting fram the procedure and treatment authorized above,

EHOTOGRAPHY: | understand that the Physiclan/Provider may need to take photographs, video and or audie recordings to
dacument a medical condition, help with the dlagnosis and/ar treatment and/or assist with the surgery/procedure, | also
understand that these Images may be used for advancing education with my/the patient's Identifiers not revealed.
INDEPENDENT PHYSICIAN SERVICES: | acknowledge and fully understand that the physiclans who provide madical sarvices to
me at the hospital/faciity ARE NOT EMPLOYEES OR AGENTS OF THE HOSPITAL/FACILITY, BUT RATHER ARE RUDEPENDENT
CONTRACTORS OR PRACTITIONERS, ONLY THOSE PHYSICIANS WHO HAVE EXPLICITLY AND CLEARLY IDENTIFIED THEMSELVES
AS HOSPITAL/FACILITY EMPLOYEES ARE THE EMPLOYEES OR AGENTS OF THE HOSPITAL/FACILITY. Non-employed physicians
are independent practitioners WHO ARE PERMITTED TO USE THE HOSPITAL/ FACILITY TO RENDER MEDICAL CARE AND
TREATMENT. Non-amployed physicians inchude, but are not limited to, those practicing emergency medicine, trauma,
cardiplogy, obstetrics, surgery, radiclogy, anesthesia, pathology and sther specialties. | have beéen told that the
hospital/faciity does not control the medical declsions made by the independent physicians. These Independent physicians
exercise thelr own medical jutdgment in treating me or otherwise providing professional services to me and are solely
responsible for thelr care and treatment. | understand that | should ask my physiclan sny quastions | may have about
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his or her employment status. My decision to seek medical care at the hospital/facility is NOT BASED UPON ANY
UNDERSTANDING, REPRESENTATION, ADVERTISEMENT, MEDIA CAMPAIGN, INFERENCE, PRESUMPTION, and OR RELIANCE
THAT THE PHYSICIANS PROVIDING CARE AND TREATMENT TO ME ARE EMPLOYEES OR AGENTS OF THE HOSPITAL/FACILITY.

i ]
My signature below constiutes my acknowtedgement and agreament that | have read and understand tha Consent Form
infermation, was given an opportunity to disouss this form and ask questions, and that all questions were answered to my
satisfaction. | understand that this consent may be revoked by me any time before the surgery/procedure Is performed,

I certify that | have interpreted the forgoing 1o signor hereof in the language.

Date: Time:! Wterpreter Sighature:

My :lgnaturc bal:rwafﬂrrns that pthr to the tlml of the sur:lry!prnnldm that | hay
Autherized Representative of the medical condition requiring surgical treatment 3

i the patlent or the patient's Legally

ofedure. | have explained the nature and
e hble pmlble alternatives and

consequence of not doing the procedure, and the pg waalag givan the opportunity to ask

questions and have answered any such questions.

Date: _Ij_t‘,ﬂieﬂ signe

Does the Patient have No CPR Orders/Limitation of Emergancy Tridatment (LET) Orders? 0 YES o NO
if yes, see below for reaffirmation or s on

Operating Room NO CPR Orders/Limitation of Emergency Treatment (LET) Orders

The patient or his/her Legally Authorized Representative has discussed withf the physician indicated below whether the patient’s NO

CPR Orders/LET Orders should cantinue or be suspended during the planned surgery. The following has been decided:

{(MARK ONE)

The patient’s NGt CPR Orders/LET Orders will continue in khe Operating Room and during the pedoperative period.
Cardiopulmonary Resuscitation [CPR} will be provided tojthe patlent in the event of cardlac arrest and all other LET
Orders will be suspended in the Operating Room and durlng the perloperative period until the NO CPR Orders/LET

Orders are reinstated
Date: Time: Signed:
Potient/Legofiy Authorized Representative
Date: Time: Signed:
Witness Signature
Date: Time; Signad:
Physlcian Signature
== WmAdvocate HealthCare - F
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Consent for Anesthesia Services
1 AUTHORIZATION: | authorize the provision of anesthesis services for myselffthe patient, ]

related to the fallowing surgical/invashve procedure(s);

1understand that the Anesthesia services will be provided under the direction, supervision and authority af ona of the following:
Anasthesiologist, Certified Registered NMurse Anesthetist (CRNA), o a physician credentialed to provide anesthesla services. |
undatsta'nd that at the time of the procedure that the anesthesia servicas may be provided by an associate of the below named
provider and have been informed of this pelor ta the nitiation of the procedura,
(Provider amsa)
2 m_nlmmwm: | have been advised that anesthesia services may be performed by other medical
practitioners under the direct or ifjrect supervision of the Anesthesia Provider or hfs/her associate. | understand that the
gualified practitioners include but arépot Emited to resldents, clinical students, allied health professionaks or assistants and that
they will only be parforming those tasks\yithin their individual skills/tralning.
3. NATUREQF SERVICES: [ have had an oppdxgunity to discuss the anesthesia se
Associate. The nature of my condition, the nature and purpose of anesthesia sgrvices, the risks and benefits, any avallable,
feasible treatment alternatives, possible complisations and adverse cutcomeyincluding but not limited to severe disability or
death has been explained to me. | do hereby assuwpe all risks involved and ufiderstand that no guarantee or assurance has been
glven to me by anyone as to the results that may be abta

2 with the Anesthesia Provider and/or

PROVISION OF ANESTHESIA:

I consent to the anesthesia services as cheched below any authorize Its agministration for the procedure, | understand that the
anesthetic technique to be used is determined by many facy g my/the patient physical condition, the type of
procedure, anesthesia provider preference, and my/the patiey syed preferences. it has bean explained that it may require
insertion of menitoring lines and catheters to safely adminikster Esthesla which can have complications to blood vessels. |
understand that anesthesla Involves additional risk and hazaeds ingluging serious, but rare, complications of braathing & heart
problems, drug reactlons, nerve damage, cardiac arrest, brain damalje, paralysis or death. | understand that changes In the
anesthetic may be necessary as my/the patient’s conditlon warrants and may have to be changed, possibly without explanation
o me.

Planned Anesthesla | Other potential compbcations or rlfn im:lmie\

0* General Nausea; vomiting; Injury to voca) , teeth, lips\eyes; awareness during procedure,
Anesthesia memory dysfunction/memory los§; aspiration; permianent organ damage;

O Werve Block Herve damage; persistent paln; ;infection; conversion 1o general
anesthesia; incomplete ana
O Spinal Nerve damage; persistent back'pain; headache; infacti
chronic pain; conversion to geheral anesthesia;

O Epldural Nerve damage; persistent bafk paln; headache; infection; I:\ullngfeplduul hematoma;
chronic pain; conversion 1o general anesthesia;

U Maonitored Nausea; vomiting; mem sfunction/memary loss; depressid breathing; Increased
Anesthesia awarcness; anxiety or d fort; conversion to general anesthisia

- Care {(MAC)
.0 Deep Sedation | Mausea; vomiting; injuryto vocal cords, teeth, lips, eves; ummm\dqurlng procedure,

bleeding/epidural hematoma;

' memory dysfunction/mamory loss; aspiration; permanent organ daimage; conversion to
general anesthesla;
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I understand the importance in providing the anesthesla provider with a complete medical history,
including the need to disclase any medications that | or the patient Is taking, both prescription and over the counter. [ ako
understand that any use of herbal remedies, alcohol or any type of iRegal/recreational drug can result in seripus drug
interactions or complications and must be disclosed.

6. INDEPENDENT PHYSICLAN SERVICES: | acknowledge and fully understand that the physiclans wio provide medical services to
me st the hospltal/facility ARE NOT EMPLOYEES OR AGENTS OF THE HOSPITAL/FACILITY, BUT RATHER ARE INDEPENDENT
CONTRACTORS OR PRACTITIONERS. ONLY THOSE PHVSICIANS WHO HAVE EXPLICITLY AND CLEARLY IDENTIFIED THEMSELVES
AS HOSPITAL/FACILITY EMPLOYEES ARE THE EMPLOYEES OR AGENTS OF THE HOSPITAL/FACILITY, Non-employed physklans
are independent practitioners WHO ARE PERMITTED TO USE THE HOSPITAL/ FACILITY TO RENDER MEDICAL CARE AND
TREATMENT. Non-employed physicians Incude, but are not limited to, those practicing emeargency medicine, trauma,
cardiclogy, obstetrics, surgery, radiology, anesthesia, pathology and other sppclalties. [ have bean told that the
haspital/facility dods not control the medical decisions made by the indep engent physiclans. These independent physiians
exercise their own mydical Judgment in treating me or otherwise providing pfofessional services to me and are salely
responsible for their cage and treatment. | understand that | should ask my physiclan any questions | may have about his or
her employment status. Wty decislon to seek medical care at the haspital/fat Kty Is NOT BASED UPON ANY UNDERSTANDING,
REPRESENTATION, ADVERTISEMENT, MEDIA CAMPAIGN, INFERENCE, PRESY MPTION, OR RELIANCE THAT THE PHYSICIANS
PROVIDING CARE AND TREATNIENT TO ME ARE EMPLOYEES OR AGENTS OF THE HOSPITAL/FACILITY.

gstions were answered to my satisfaction, and | am
ot this consent may be revoked by me any time before

the anesthetlc is given.
Date: Time: Signed:
mﬁwww&nﬁud Representotive
Date: Time: Signed:
Witness Signgt
Certificate of latarpretation:
| certify that [ have interpreted the forgaing to signor hereof i tfle language.
Date: Time: Interpreter Signature; \

ANESTHESIA PROVIDER SIGHA By LN L1 13 o
My signature below affirms that prior to the time of the profed
Authorized Representative, of the methods of anesthesia gfo
complications and consequences, the reasonable possiblefe
each, In additlon | have described the anesthetic to be usfd

the patient or the patient's Lagally
nature and purposes of the anesthesia, the

Date: Time: Signed /
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HEALTH CARE CONSENT

1. TO TREAT: |, for myself (or the patient named below) and if applicable, any infant | deliver, hereby
consent to such diagnostic procedures and medical treatment as necessary and appropriate for my
condition or illness, which may include HIV testing, unless | specifically opt-out of the HIV testing by
informing my treating provider that | decline such testing. The diagnostic procedures and medical
treatment to be provided shall be determined by my physician(s) or other appropriate practitioners, as
necessary or advisable at the time treatment is performed, and shall be provided at the hospital, by
staff physicians on the hospital medical staff, nurses and other health care providers. | understand
that healthcare providers in training, may, under the supervision of appropriate personnel, participate
in my treatment.

2. COORDINATION OF CARE: | understand that Advocate Health Care is a clinically integrated health
system that is comprised of multiple hospitals, medical groups, and other health care provider entities
that all work together to provide high quality patient care and to ensure efficient coordination of
patientcare. | understand that Advocate will store my patient health information in an Electronic
Medical Record format and that my medical record, including but not limited to my diagnosis,
treatment plan, prescription information, appointment schedule and lab and other diagnostic results
(including HIV related information, genetic information, and behavioral health records), will be
viewable by individuals who are members of my interdisciplinary care team across the entire
Advocate Health Care system. The interdisciplinary care team is comprised of employees,
contractors, agents, and medical staff members of Advocate Health Care, its affiliates and Advocate
Medical Group, among others, who work together for admission, treatment, planning, coordinating
care, discharge or governmentally mandated public health reporting purposes.

3. PHOTOGRAPHY: | understand that my provider may need to take photographs, video and/or audio
recordings to document a medical condition, help with the diagnosis and/or treatment of a condition,
and/or help plan details of surgery. | understand that my provider or the hospital will retain the
ownership rights to these photographs, videos and/or audio recordings. | also understand that these
images may be used for advancing education provided the patient identifiers are not revealed.

4. HOME HEALTH CHOICE: | understand that | have the freedom to choose and the right to select my
home care provider for care | might need. | am aware that, in order to improve continuity and quality
of care, the hospital will generally use Advocate at Home unless | select a different provider or as
directed by my insurance carrier. A list of home care providers is provided to me at
Admission/Registration. Upon request, a discharge planner can provide another copy of the list. If |
prefer a different provider, my preferences will be honored.

5. EXTERNAL PRESCRIPTIONS: | authorize access to my external prescription history for the purpose
of facilitating my care. The information will only be available if my prescriptions were filled through a
participating pharmacy. Therefore, it remains my responsibility to provide an accurate medication
history

6. LANGUAGE CHOICE: My preferred language for receiving health information is (English). | have
been provided information regarding translation and interpreter services. | understand these services
are available at no cost and that | may request these services at any time during my admission.

TR R X G o &
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7. LIMITED AUTHORIZATION TO SHARE BILLING AND INSURANCE INFORMATION: By initialing in
the space | direct the hospital to release information regarding the status of insurance claims and
outstanding balance to the person designated below, who is involved in the payment for my care. |
understand this authorization is limited to billing status and insurance status for the treatment event
covered by this Health Care Consent. For any future treatment events, | must re-designate this
individual to have information shared with him or her. This designation may be revoked at any time by
written notice to the Health Information Management/Medical Records Department (with no effect on
prior disclosures),

Initial: Designee: Relationship

8. RELEASE OF MEDICAL INFORMATION FOR PAYMENT: | hereby consent to the release of any
and all pertinent information contained in my medical records, including HIV-related information,
genetic information, and behavioral health records, to third party payors responsible for payment of
patient charges including, but not limited to, insurance companies, health benefit plans, employers
involved in approval of benefit claims, government agencies or intermediaries representing any of the
above.

9. ASSIGNMENT OF BENEFITS: In consideration of services rendered at the hospital, | hereby assign
and authorize direct payment to the hospital and the treating physicians, any insurance, health plan
or third party payer benefits otherwise payable to me or on my behalf for this hospitalization,
emergency room care or outpatient services.

10. MEDICARE PAYMENT AND ASSIGNMENT OF BENEFITS (if applicable): | request that payment of
authorized Medicare benefits be made on my behalf for hospital and physician services furnished to
me at the hospital and | assign such benefits to the hospital and physicians providing same. | certify
that the information given by me in applying for such benefits is correct and that | have completed a
Medicare questionnaire. | authorize any holder of medical or other information about me to release to
the Centers for Medicare and Medicaid Services and its agents any information needed for payments
of such benefits. | authorize the Social Security Administration to release information about my
entitiement to benefits to hospital and physicians providing services to me.

11. PERSONAL BELONGINGS: | assume full responsibility for all items of personal property, including
but not limited to, eyeglasses, hearing aids, dentures, jewelry, currency and all other valuables. |
understand that valuables may be kept in the hospital safe upon my request and hereby release the
hospital of responsibility and liability for those valuables and items of personal property which are not
deposited.

12. FINANCIAL ASSISTANCE: In consideration of services to be rendered at the hospital, as the patient
or legal representative of the patient, the patient agrees to pay the hospital for all services, facilities
and supplies provided to the patient at the established rates, including any deductible, co-payment or
charges not covered by third party payors. | understand that the hospital bill does not include
physician services and the patient will receive separate physician bills from physicians for
their services. Some physicians on the medical staff may not participate in the same health plans as
the hospital and | understand the patient may have to pay a higher proportion of the physician bill as
an "out of network" provider.
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The patient accepts responsibility for any costs, including attorneys' fees, incurred in the collection of
these charges. | understand that if | do not consent to release of records or later revoke such
consent, the patient is fully responsible for payment of all charges for diagnosis and treatment. |
certify that the information given by me for purposes of payment for this hospital treatment is, to the
best of my knowledge, complete and accurate. | understand that if the patient is having difficulty in
meeting histher payment responsibilities to the hospital, information on financial assistance including
reasonable payment plans and financial assistance is available upon request as part of the hospital's
financial counseling services. | understand that questions about coverage or benefit levels should be
directed to the patient's health care plan and the patient’s certificate of coverage. In addition, | have
been offered a copy of the financial assistance plain language summary, which describes the
financial assistance policy and application.

13. INDEPENDENT PHYSICIAN/PROVIDER SERVICES: | ACKNOWLEDGE AND FULLY
UNDERSTAND THAT ONLY THOSE PHYSICIANS/PROVIDERS WHO ARE CLEARLY
IDENTIFIED AS ADVOCATE EMPLOYEES ARE EMPLOYEES OR AGENTS OF ADVOCATE
HEALTH CARE. NON-EMPLOYED PHYSICIANS/PROVIDERS ARE INDEPENDENT PROVIDERS
WHO ARE PERMITTED TO USE THE HOSPITAL FACILITIES TO RENDER MEDICAL CARE
AND TREATMENT. Non-employed physicians include, but are not limited to, those practicing
emergency medicine, trauma, cardiology, obstetrics, surgery, radiology, anesthesia, pathology and
other specialties. These independent physicians/providers exercise their own medical judgment in
treating me or otherwise providing professional services to me. | understand that | should ask my
physician any questions | may have about his or her employment status. My decision to seek medical
care at the hospital is NOT BASED UPON ANY UNDERSTANDING, REPRESENTATION,
ADVERTISEMENT, MEDIA CAMPAIGN, INFERENCE, PRESUMPTION, OR RELIANCE THAT
THE PHYSICIANS PROVIDING CARE AND TREATMENT TO ME ARE EMPLOYEES OR
AGENTS OF THE HOSPITAL OR ADVOCATE HEALTH CARE.

By my signature below, | confirm that | acknowledge and understand that the hospital uses
independent contractors or practitioners to provide various services as described above. |
further acknowledge that | have read this consent form, including the specific language
related to independent physician services, and have had the opportunity to ask questions,
and that any questions have been satisfactorily answered.

| have read and understand the above terms of treatment and confirm that | am the patient or
am authorized to sign on the patient’s behalf.

)

= S [ M\ ./ {/ Patient Name:
Fs J, J.\_(,/, ey ( ( ). / ) atie ame
’.\_//.) A < [,'//,/ . {ﬂ ‘ .

Date: Time:__ A 47|~ Patient Signatu
~ =) 2

e, Vo T P ~ (or circle: Paren
05 07-242f (01

ol TR & & ) }4’27 -
Date: _ Time: 2’ Ay\,  Witness Signature: @ =% (\

Certificate of Interpretation:
| certify that | have interpreted the foregoing to the signor hereof in the language

Date: Time: Interpreter:

Name/ldentification
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