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CONSENT FOR SURGERY, ANESTHETICS,
AND OTHER MEDICAL SERVICES
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1. 1 hareby authorize D:.{s}_&aw.krhw'ﬂq

thoner{a)) and whomever he/she may deelgnal:a as hiather Haaluiants o parrurm upon
(patient nama) the felowing surg -
] i pro o ba b Healad furgm p = etfre & :

| acknowledge that my physician{s) discussed with me the proposed cane, treabment and Services, | have been advised of the
podential benaefils, fsks, side effects and likelihood of achieving goals. | also have been advised of any potential problems that right
occur during recuparation. | have baan advised of reasonable alleratives lo proposed cane, ireatlment, senices and risks, benefils
and side affacts ralated to the altarnative treatment and the risk related fo nol receiving the proposed care, treatment and Senicis,

| understand that in the course of the procedure the physician(s) may detarmine that precaduras in addition or differant from this
procedure may ba necessary to my well baing and that it would not ba practical 1o obtain further consent at the lime. | tharefore
authorize the docton(s) to perform such procadures without further consultation with me.

3. | have been provided information that in cerlain circumstances information about my care, reatmant and Sendices may be disclosed
as required by law or reguiation. Certain circumstances may include mandatary reporing requirements to the centirs for Disease
Control, haalth dapartment or Food and Drug Administration.

4, My physician, the responsible physiclan(s), will be prasent for all critical pars of the procedure even in the event of ovarlapping

procedures (see reverse, il applicabla). Oher medical professionals may perform some non-critical aspecls of the procedure as my
responsible physician deems appropriate. | understand that MedStar is a teaching organization. This maans that resident doctors,
dociors in medical fellowship (fellows) and siudents in medical, nursing and related health care professions receive training here,
and may take part in my procedure, under the: oversight and supervision of the responsible physician,

5. | also consant to the administration of anesthetics by or under the direction of the physician that has been trained to parfomm
the requined local anesthetic or moderate or deep sedation. The physician has explained tha risks, benefits, side effects, and
alermnatives of the intended anesthesla.

B. For purposas of research, medical education or documantation of my madical condition in the medical record, | consent fo
the taking of photographs or films during the course of the procedure{s). | understand that my identity will nod be revealed if
the photographs or films are used for medical education or reseanch, and in all instances patient confidentiality will be preserved. [
understand that coples of the prints will be given to me If | ask for them.

7. lam aware that the practice of medicne and surgery is nol an exact science, that thene is no certainty that the desired benefits will
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[ HON-OR SAFE SURGERY CHECKLIST

Team Pause Date: Thrrwa: Signature & Title

[ Patient recaiving anticoagulation: [JYes [ MNeo O Coagulation abnormalities addressed: [l Yes CiNo
[ Correct Patient Identity [ Agresmaent on Procedurne to ba Done.
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