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It is very important to your provider ________________________, that you understand and consent to the treatment your provider is 
rendering and any procedure your provider may perform. You should be involved in any and all decisions concerning surgical procedures 
your provider has recommended. Sign this form only after you understand the procedure, the anticipated benefits, the risks, the 
alternatives, the risks associated with the alternatives, and all of your questions have been answered.  

I hereby authorize the performance of the following operations or procedures on me:
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
	 1.	 This treatment or procedure will be performed at __________________________________________. I acknowledge that  
		  the comparative risks, benefits, and alternatives associated with performing this procedure in an ambulatory surgical facility 
		  instead of a hospital have been fully explained to me. I understand I may require hospital admission in the event of medical  
		  need.
	 2.	 The provider has explained the benefits of the procedure(s) to me. However, I understand there is no certainty that I will achieve  
		  these benefits and no guarantee has been made to me regarding the outcome of the procedure(s). 
	 3.	 The above operation(s) or procedure(s) may require an implant.
	 4.	 I authorize the administration of sedation and/or anesthesia as may be deemed advisable or necessary for my comfort,  
		  wellbeing, and safety.
	 5.	 The provider has explained to me that there are risks and possible undesirable consequences associated with any procedure,  
		  including, but not limited to; blood loss, transfusion reactions, infection, delayed or non-healing, chronic pain, missed lesions or  
		  abnormalities, damage to teeth or dental work, recurrence of the condition, possible need for additional surgical procedures,  
		  stroke, heart complications, heart attack, blood clots, loss of or loss of use of body part, other neurological injury or death. 
		  I understand that if I need blood or blood products these carry a risk of contracting HIV/AIDS, hepatitis, or other diseases. 
		       a.   Other risks and possible undesirable consequences;_ ____________________________________________________
		  _ _________________________________________________________________________________________________
		  _ _________________________________________________________________________________________________
	 6.	 In permitting my provider to perform the procedure(s), I understand that unforeseen conditions may be revealed that may  
		  necessitate change or extension of the original procedure(s) or a different procedure(s) than those already explained to me. 
		  I therefore authorize and request that the above-named provider, their assistants, or their designees perform such procedure(s) 
		  as necessary and desirable in the exercise of their professional judgement. 
	 7.	 The reasonable alternative(s) to the procedure(s) have been explained to me. These alternatives include, but are not limited to: 
		  choosing not to have this procedure, accepting risks and consequences of not having the procedure performed. 
	 8.	 I authorize the provider to utilize or dispose of removed tissues, parts, organs, or implants resulting from the procedure(s)  
		  authorized above. 
	 9.	 I consent and give authorization for the photographing or videotaping of my procedure for medical and/or educational 
		  purposes, provided my identity is protected.
	 10.	 I consent to the admittance of students or authorized equipment representatives to the procedure room for purposes of 
		  advancing medical education or obtaining important product information.  
	 11.	 In the event that another person has been exposed to my body fluids through needle stick, or through other means, I agree to  
		  have a sample of my blood tested for Human Immuno-deficiency Virus (HIV), Hepatitis B, and Hepatitis C. Such testing is  
		  required to provide appropriate medical care or counseling to the other person. 
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	 12.	 I understand that all life-saving procedures will be performed during the surgical procedure. Advance directives are suspended  
		  during this admission.  
	 13.	 By signing below:
			   a. I certify that I have had an opportunity to ask the provider all of my questions, and all of my questions have been 
			       answered to my satisfaction.
			   b. I certify that I have read this document or had it read to me in its entirety and consent to all items.

Patient________________________________________________________  _____________________________________________  ____________    ____________
		                       (Signature/Authorized Representative)			                (Printed Name)                                        (Date)                 (Time)

Witness_______________________________________________________  ______________________________________________  ____________    ___________
		                                               (Signature)			                                    (Printed Name)                                       (Date)               (Time)

Second
Witness_______________________________________________________  ______________________________________________  ____________    ___________
		                                               (Signature)			                                    (Printed Name)                                       (Date)               (Time)

PROVIDER’S CERTIFICATION
I hereby certify that the patient or person authorized to consent for the patient did so after having been advised orally as to the nature, 
purpose, benefits, risks of, alternative options (including no treatment), risks of alternative options, likelihood of achieving goals of care, 
potential problems that may occur, the matters referred to in the consent, and after having received answers to any questions. By signing 
below, I indicate that the patient or person authorized to consent fully understands what I have explained and answered. 

Provider____________________________________________________    __________________________________________    ____________    ___________
		                             (Signature)	                                                                           (Printed Name)                                                (Date)                   (Time)
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