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Consent Form

Name: Age: Sex: M[] F[J

CR No: Ward/Bed No: Date:

1. | hereby authorize Dr. and those whom he may
designate as associates or assistants to perform upon me/ the

following surgical operation and/or diagnostic/therapeutic procedure

2. It has been explained to me that, during the course of or subsequent to the surgical
operation / procedure, unforeseen conditions may be revealed or encountered which may
necessitate surgical or other procedures in addition to or different from those contemplated. |
therefore, further request and authorize the above named surgeon or his designates to perform
such additional surgical or other procedures as he or they consider necessary or desirable.

3. The nature and purpose of the surgical operation and / or procedures, the necessity thereof, the
possible alternative methods of treatment, the risks involved and the possibility of complication

in the treatment of my condition have been fully explained to me and | understand the same.

4. | have also been explained that any operation or procedure involves risks, and hazards which may
be serious or even fatal. | hereby declare that in the event of any mishap, accident or complication |
will not hold any member of the hospital team personally liable for any penal action.

5. | have been given an opportunity to ask any question and | have also been given option to ask for
any second opinion.

6. |have been explained the following can be the complications during and after the operation.

7. lacknowledge that no guarantee and promises have been made to me concerning the result of any
operation / procedure / treatment.

8. | further give consent to administration of such drugs, infusions, plasma and blood transfusion, or
any other investigation, treatment, procedure as deemed necessary in judgment of the medical
staff. | have been informed about use of contrast / special injection for sentinel node sampling and
any requirement which comes up to fulfill the required procedure.

9. | consent to photographing / Video recording of operation, which may be viewed for academic
purpose only subject to the identity being adequately protected. | further give my consent to the
release of professional and / or other information from the Medical Records as deemed necessary
in accordance with the rules and policies of the hospital.

10.1 also give consent to disposal / preservation or archival by hospital authorities of any tissues or
parts thereof which have to be removed during the course of operative
procedure / treatment. These may be used for research purposes / genetic studies or any further
testdeemed necessary in the interest of the mankind.
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11. | CERTIFY THAT THE STATEMENTS MADE IN THE ABOVE CONSENT FORM HAVE BEEN
READ OVER AND EXPLAINED TO ME IN THE LANGUAGE | FULLY UNDERSTAND AND |
HAVE FULLY UNDERSTOOD THE IMPLICATIONS OF THE ABOVE CONSENT AND
FURTHER SUBMIT THAT STATEMENT THEREIN REFERRED TO HAS FILLED IN AND ANY
INAPPLICABLE PARAGRAPHS STRICKEN OFF BEFORE | SIGNED/PUT MY THUMB

IMPRESSION.
Name of Patient / Relative Name of Witness
Signature / Thumb Impression Signature / Thumb Impression Witness
(Patient/ Relative) (Preferably Relative)
(In case the Patient is Physically or Mentally Address

Incompetent or is Minor, then Consent Signature of
a responsible Relative will be taken)

I CONFIRM THAT | HAVE EXPLAINED THE NATURE AND EFFECTS OF THE
OPERATION / TREATMENT TO THE PERSON WHO HAS SIGNED THE ABOVE CONSENT FORM.

Name of Surgeon

Signature of Surgeon

Designation
Date

HIGH RISK CONSENT

It has been explained to me and | have acknowledged, that the risk to the life of the patient, in my case,
during and after the surgery is high due to the following problems and their implications to anaesthesia
and surgical stress.

1.
2.
3.

Signature of Surgeon

Signature of Anesthetist
Date Signature/Thumb impression
of the patient/Relative

Witness
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