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CONSENT TO OPERATION OR PROCEDURE
AND ANESTHESIA

| request and consent ko a surgical procedura called UPPER ENDOSCOPY WITH POSSIBLE BIOPEY ANDJOR REMOVAL OF
POLYPSALESKONS, DILATION, ABLATION OF LESKONS, BANDING/SCLEROSIS OF VARICIES, REMOVAL OF FOREIGN
BODY, STENT PLACEMENT/REMOV AL, ERDOACORIC MUCOSAL RESECTION, BLEEDING COMTECL AMLD ANY
OTHER INDICATED URGENT PROCEDURE WARREANTED,

and | understand that the purpose of this procedune is
TO EVALUATE THE LIMING OF THE ESOPHAGLS, STOMACH, FIRST PART OF THE SMALL INTESTINE. POSSIELE BICPSY

AMD/OR REMOYAL OF LESIONS, DILATI ATHOMN, BLEEDING CONTROL, FOREIGN BODY REMOVAL
This procedurne will be periarmed by DR, ond ossociotes

I have bean advised that ths procedune may have potential benefils, fsks and side efacts including bul not Fmited 1o

BELEEDIMG, PERFORATION, POSSIELE NEED FOR SURGERY, MISSED POLYPS/LESIONS/CANCER, ABDCMIMAL
PIES:C‘C;’%FDRT. STENT MIGRATION, LOW BLOOD PRESSURE, RESPIRATORY FAILURE, ALLERGIC REACTIOM,
NFECTION.

| have baen advised of the aliematives, banefts and side efects related ta the aBernatives. | kave been advised of the lkelihood
of acheeving my goals and any polential problems that mighl occur dunng recuperaban

framm sumy Bmok A thesiology, UFF\C .
s | understand thal unloraseen complicalions or condRons may arise during this procedure and | consent 1o any acdilicnal
procedures thal the physician{s) may deem advisable in their professicnal juogment
o | understand that pomions of e oparabondprocedure may be phatographed or videotaped. | understand Mal every atbempt
will be made 1o conceal irry idenity. | understang that some of these photographivideatapes may be used for beaching and
meay nol be mainiened or be a pat of my medical record. | also understand that pholograghsivideciapes 10 plan, monior or
documant my treatment may be part of my medical record,
» | understand fhat residents, medical, nurging and allied health studensirainges may be present during the procedune and
fhary may chsene or assisl in my care, under the direction of my surgacn andior oihar hospital staff members
e | understand ihat a salesiclinical represaniative may be present during the procedure, but may not paricipale in the procedura.

s Limpoge no specific limtatons o restrictions on my treatment unless writhen below:

| ynglerstand that the practice of medu:ne i nat an e:m scmnce and | acknowledga that | haee receved no gu:rlnlees

AT e TN TN w alwi gl Lo higln ol B %
nppm.mﬂi b ask guestions and i Nﬁ be-nr- answored 1n my ::hsfarhnn : f
Signature of F!_;b‘ff: or autharised representative Relationship (¥ cther than ?
o Yo OfaE~ l .

Tille of Ralaianship i Patient Tame

{Age 18 or older, other than Practitioner performing procedurs)
An inderpreler or spacial assistance was used

(Mame of interpreder) IC® as appicable
I werify that | have explained the procedure, relavant risks, benefits and alternatives, benefits and side effects
related to alternatives, potential problems during recuperative phase, treatment and services, and possible

Muh/sp‘ ceiving care.
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*COMPLETED CONSENT FORM VALXD UP TO FOUR MONTHSE®
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