CONSENT TO SURGERY OR PROCEDURE
Patient: [patient full name], date of birth [date], medical record number [number]. Facility: [facility name and address].
1. Procedure
I consent to [name of the procedure, side and site, for example right knee arthroscopy], to be performed by [surgeon name] and the team they direct, on or about [date].
2. Explanation
My surgeon explained the nature and purpose of the procedure, the expected benefits, and what may happen if I do not have it.
3. Risks
I was told of the risks, including [main risks, for example infection, bleeding, blood clots, nerve injury] and the risks of anesthesia. No one guaranteed a result.
4. Alternatives
I was told of the alternatives, including [alternatives, for example physical therapy or no treatment].
5. Additional procedures
If an unforeseen condition arises during the procedure, I consent to additional procedures the surgeon judges necessary, except: [exceptions].
6. Anesthesia
I consent to [general, regional, local or sedation] anesthesia, as discussed with the anesthesia provider.
7. Blood products
[ ] I consent to blood transfusion if needed. [ ] I refuse blood transfusion and understand the risks of refusal.
8. Tissue and images
I consent to the disposal of removed tissue under the facility's policy, and to photos or video for my medical record.
9. Questions
I had the chance to ask questions and all were answered. I may withdraw this consent before the procedure begins.



	Patient signature or legal representative
Printed name: ______________
Relationship, if representative: ______________
Date and time: ______________
	Surgeon
Date and time: ______________

	


	



	Witness
Printed name: ______________
Date and time: ______________
	Interpreter, if used
Name: Name
Language: ______________
Signature: ______________


