CONSENT TO TREATMENT {PHC)
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| hereby authorize iy AV A - N.D.D.D.S.Y and

such physicians, surgeans, anesthelists and hospital staff whose assistance is required. to perform the
following test(s), teatmeni(s), procedure(s) and/or operation(s):
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The nalure and possible effects, including the significant riske and altematives to this test. treatment or
cperation, have been explained to me and | understand the explanation and the attemalives.

IF unexpedtad conditions are discovered during the above lest, treatmant or oparalion, | consant to such additional

or allamative lests, treatments or oparations as the health care provider named above finds immediately
Necessary.

| Also agree to receive anaasthasia and such anaepsthetics as may he considered nacessary. 1 undersiand

that it is my responsibility to refrain from driving 8 motor vehicle rcnr 24 hours feliowing my anaesthetic and to
nave a responsible adult accompany me home.

| understand that Providence Health Care participates in medical educatian and quality improvement and as a
result I agree thai;

1. supervised health practitioners-in-training who are in approved educatiocn programs may
participate in my care;

2. ussues, bodily fluids, devices or implants removed in this procedure became the property of
the hospital and may be used for such purposes, including teaching or research, as is
approved by the hospital; and

J. my dector or dentist may give information te the hespital about follow-up care in my doctor or

dentist's office.

| understand that if | receive an implanttissue from 8 source gutside of Canada, Providence Health Care is

required to provide information about me - including my name, address and the fact that | have this implant - Lo
the provider of that implanttissue so that | may be notified of any issues which arise aboul the device that

could affect my health and safety. | further understand that it is possible that my personal infarmation stared by
the provider of the implanttissue may be accessed by the govemment of that country withoutl my knowledge
or consent pursuant to applicable legislation. | authorize Frovidence Health Care to disclose my personal
information to the provider of the implanted device or Ussue as reasonably required.
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