GOVERNEMNT STANLEY MEDICAL COLLEGE
DEPARTMENT OF MEDICAL GASTROENTEROLOGY

PROFESSOR DR. M.S. REVATHY UNIT

CONSENT TO MEDICAL PROCEDURE

[ NAME

AGE/SEX
iPNO |

medical procedure to the'undersigned patient or his/her legal guardian .

Signature................. . Date.nm e e,
Procedure explaingd~ 1 Personally l Via interpreter

Nature of procedure Fndq_cw S +~o ) , (r-"'.,doj' ‘C Uﬂl-mom‘)

....................................................................................................

...................................................................

...........

..............................................................................................................

Where applicable indicate side of procedure: (FIZBNE/IEFL)... ... ecereosseeeseemsecssesessesssssssssessssscsmsssssnees
Type of anaesthetic | Local | General , | Spinal LProcedural sedation |

CONSENT TO USE OF BLOOD and/or blood products during the course of procedure

Consent granted by PatENT/BUAITIAN ... ceieeiecesreeeeeece e mesies oo s stsssases sescaassossensses seasrs sessee sesesarms snes
Consent withheld by\p'SEi U /BUBTAIAN c.vee.c e ee et s ssssre st st s esseseene s esesessreseeerenesneeemeeneemsiee
Signature ﬂ

Full name of th ) !, the undersigned , hereby consent to the
patient:............ h ................................. performance of , and understand the nature, risks

and possible outcomes of the above procedure .
the doctors who perform the above may carry out
Signature/Thumbpri_nt of | Date additional or alternative measures( including

the - (5 , n } ,q general anaesthesia ) if considered necessary .
patient I ...... | ........7.oodeede,

.......................................................................................

COMPLETE THIS SECTION IF CONSENT IS GIVEN BY A PERSON ON BEHALF OF THE PATIENT

PATIENT NAME. ... cinimininrcssiicei e sontss et sasesbbsssasassmssrasassmst ses s sbabssss bt ssessasas senses s ssmsasssnmsssarestasassces
SIGNATURE......covricnne e crienmse NAME... eetaesnine s ass st et ar e e A aaa s hen
RELATIONSHIP TO THE PATIENT........ccovieerenerrccensarmeecceemssrnsssesasnne et s st s snsa s sa g RS saen esses pesnes
MEANS BY WHICH CONSENT WAS GIVEN: ) +PERSONALLY TELEPHONICALLY \

Names and signatures of witnesses to the patient’s/guardian’s signature on this document

Witness
Name
Signatur i -+

Witness
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