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 I hereby authorize the following doctor(s):  __________________________________________ and any such assistants       
as may be selected by him/her to perform the following procedure(s) on me:  

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

I am aware that the practice of medicine and surgery is not an exact science.  I acknowledge that no guarantees have 
been made to me concerning the result of the procedures. 

It has been explained to me that during the course of the procedures, unforeseen conditions may be revealed that 
necessitate additional or different procedures than those set forth in paragraph 1.  I, therefore, authorize and request that 
the above named practitioner(s), his/her assistants, or his/her designees perform such procedures as are necessary and 
desirable in the exercise of professional judgment.  The authority granted under this paragraph 3 shall extend to treating 
all conditions that are not known at the time the procedure is undertaken. 

I have been informed of the risks that are generally associated with the performance of any procedure and the 
administration of anesthesia.  I further understand that there may be serious consequences such as headaches, 
neurological or sensory disturbances, bowel/bladder dysfunction, infection, soreness, permanent pain, delayed healing, 
numbness, tingling, non-healing, need for future procedures or other calamitous occurrence.  I understand that there may 
be certain risks especially associated with the procedures described in paragraph 1.  I have asked and am satisfied that I 
know to the extent that I wish to know what those risks may be.  I accept those risks. 

I consent to the photographing or videotaping of the surgery or procedure(s) to be performed, including appropriate 
portions of my body for medical, scientific, or educational purposes, provided that my identity is not revealed by the 
pictures or by descriptive text accompanying them. 

I consent to the presence of observers in the operating room, such as students, medical residents, medical equipment 
representatives or appropriate parties approved by my surgeon. 

I authorize and consent the surgery center to perform any blood tests, including but not limited to, tests for HIV, Hepatitis 
B, and Hepatitis C on any patient, during whose treatment a healthcare professional sustains a puncture, mucous 
membrane or open wound exposure to the patient’s blood or other bodily fluids. 

I consent, authorize and request the administration and management of such anesthesia as is deemed suitable by the 
anesthesiologist assigned to my procedure.  It is my understanding that the anesthesiologist will have full charge of the 
administration and management of the anesthesia and any other necessary, associated procedures for anesthesia. 

I acknowledge that the foregoing information does not cover all of the specific information that has been provided by the 
above named practitioner.  But, the information set forth above was provided to me and I have had full opportunity to ask 
questions and to have received additional information. 

I have apprised the patient of the foregoing. 

       ____/____/____              _____________ 
               Date                   Time 

 ______________________________________      _________________________       __________________________ 
 Patient Signature/or Authorized Representative       Witness/Interpreter Signature       Physician Signature 
   
The patient is unable to sign because ______________________________, I therefore consent for the patient. 

 ________________________________            _______________________________ 
    Person signing on behalf of the Patient           Relationship to the Patient

Information and Consent for Procedure


