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| run a higher risk of complications including risk to life and | give cansent far the procedure.

» In view of the above information | authoirize Dr. Lk Dabat - - and his/
her team as may be selected by him / her to perform any part of the above procedure/surgery
upon myselff the patient

| also give consent to the services of another gxpert if there is a need during or after the procedure
| have been explained and counseled in detall about the Estimated Cost of treatment and the copy
of the same has been provided to me/my femily by the hospital, | have also have been informed that
the estimate given to me is only an approximation and final bill may vary depending upon the length
of stay and medical condition.

» | have also been explained that during the procedure some alteration in the management may be
required in the best interest of the patient. | give my consent for any such change if deemed necessary

| certify that these have been explained to me in my own langua

. . ge or through an interpreter:
| have understood these risks and willfully agree to undergo the

said procedure.

Consert  (Nome [N [Desionotor Osted | 1oy
taken by | signature BLK-Max Id Time '
AUTHORIZATION BY PATIENT

)

| have had the opportunity to ask questions about the procedure, the alternatives and the
risks and benefits of not undrgoing the procedure, in the language and manner which | fuilby
understand. | acknowledge that all my queries are answered to my full satisfaction

&32?1 n,} Name

Patient
Witness

Witness can be
Mother / Father/ Spouse
Guardian®/Nurse*/Doctor**
*only in case none of others are available
**not from the treating team

AUTHORIZATION BY SURROGATE DECISION MAKER OF THE PATIENT

The patient is unable to give consent because ;

and |, {name / relati onship to the patient) therefore, ~
give consent of the patient. | acknowledge that | have had an opportunity to discus s my patient's
management, with the physician/designee, and hereby consent for the same.

Address Rtlalatiﬂ nshi Signature Date

n/Daughter/Grandson/Granddaughter/Close Friend"/

Consent Name Address Relationshi Signature | Date !
given by with patien

Surrogate

Witness

Witness can be either of one

Mother / Father/ Spouse/Son/Daughter/Grandson/Granddaughter/Close Friend*/
Guardian®/Nurse*/Doctor*

*only in case none of others are available

**not from the treating team
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