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INFORMED CONSENT FOR SURGICAL, INVASIVE PROCEDURES
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In case of refusal please fill up the specific Refusal form

| here by consent,
(Name of attending Physician or Authorized Health
Care Provider) or his/her Associate Attending
Physicians of the same service, and assistants as
may be selected and supervised by him/her to
perform the treatment,

following medical

operation, or procedure:

(Hereafter called the “procedure”)
The procedure has been explained to me together
with the following information
1. The nature of the procedure
2. Purpose and / or benefits of the above
procedure
3. Possible
treatments

alternative methods or

4. Risks involved
5. Risk of not doing the procedure

6. Possibility of complications

Risks :

Comeplications :

| understand that in addition to the risks described
to me about this procedure there are other risks
that may occur with any surgical or medical
procedure.

| have had enough time to discuss my condition and
this procedure with my health care providers, the
physician and other doctors concerned, and | have
received answers to all questions | asked and do
hereby assume all risks involved. | am aware that
the outcome of Medical and Surgical treatment is
not always predictable. No guarantee or assurance
has been given to me by anyone to the results that
may be obtained.
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| consent to the performance of operations and
procedures in addition to, or different from those
contemplated, whether or not arising from
presently unforeseen conditions, which the primary
surgeon and/or his associates may consider
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| have informed the above patient or authorized
representative of the medical condition requiring
surgical/ Invasive Medical treatment and/or further
invasive diagnostic procedure referred to as above.
As well as methods of sedation proposed, if
appropriate. | have explained, consistent with
the nature and

accepted medical judgment,

purposes of the treatment the treatment of the

procedure consented to:

Physician Signature & Stamp:

Date:

necessary or advisable during the course of the o el i g
operation. <2 )l
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Signature of Patient: «
Date:
Affirmation by Responsible Physician: 2 gisal) pdall asls
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Substitute Consent giver

If the patient cannot consent for him/herself, the
signature of parent, health care provider, legal
guardian, or Substitute Consent giver who is acting
on behalf of the patient, or the patient’s next of kin
who is assenting to the treatment for the patient,
must be obtained.

In case of refusal please fill up the specific Refusal form
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guardian/substitute consent giver for the patient in

my capacity as | have

been asked, in the best interests of the patient, to
sign this declaration and consents required by the
hospital as the patient is incompetent to do so.

Name & Signature of Substitute Consent giver:
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am Cocoona Employee who is not the patient’s
physician or authorized health care provider and |
have witnessed the patient or his/her Substitute
Consent Giver voluntarily sign this form._

Name, Title, Designation of Witness:
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To be signed by the interpreter/translator if the
patient required such assistance

To the best of my knowledge, the patient
understood what was interpreted / translated and
voluntarily signed this form.

Name, Title, Designation of Translator  Signature:
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