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CONSENT TO OPERATION, TREATMENT OR OTHER PROCEDURE

| hereby authorize Dr. to perform upon (patient) the following elective,
medically necessary, or emergent operation, treatment, or other procedure:

My doctor has explained the nature, advisability and purpose of the operation, treatment or other procedure, together with the anticipated
benefits; the potential risks of side effects and the possibility of complications; and alternatives to the operation, treatment or other procedure,
if any, and the risks of such alternatives. My doctor has explained what to expect if | have the operation or procedure and what could happen if
my condition remains untreated. | understand the information that has been given to me and | understand that no guarantee or promises can be
made concerning the results of my operation, treatment or procedure, however, my physician has explained to me the likelihood of achieving
the desired results.

Risks:
Benefits: Alternatives:
1. lunderstand that some important surgical tasks during my operation, treatment, or procedure may be performed by other doctors,

assistant surgeons, providers or residents under the supervision of my doctor, according to hospital policy and based on their skill
set. These tasks are expected to be:
[J None

2. | authorize the physician to mark correct surgical site for my operation, treatment, or procedure with a temporary skin marker prior to
the procedure, as necessary.

3. |l authorize and consent to the administration of anesthesia by the anesthesiology staff or my physician.

4. lunderstand that during the course of the operation, treatment or other procedure unforeseen conditions may be found that make an
extension of the original operation, treatment or other procedure advisable. | authorize and consent to such extension or other
operation, treatment or other procedure as is advisable in the professional judgment of my physician or physicians.

5. lauthorize and consent to the disposal, use, retention or donation by the hospital, at its discretion, of all tissues, materials and
substances that would normally be removed in the course of the operation, treatment or other procedure.

6. | give my permission for observers to be present during my surgery or procedure for purposes of their medical training or for
technical support.

7. | consent to the taking and reproduction of any photographs or video during this procedure for medical purposes, such as training.

8. lunderstand that | may need a transfusion of blood or blood products during this operation, treatment or other procedure. My
physician has described the risks, benefits and alternatives of a transfusion.

Anticipated benefits may include but are not limited to: Increased oxygenation, maintenance of blood pressure, improvement of
blood flow, replacement of red blood cells or platelets, and sustaining of life.

| also understand that despite the exercise of due care, the possible side effects and risks of receiving blood and blood products
may include, but are not limited to: allergic or other immune reaction such as a fever, rash, headache, nausea, vomiting, or a life
threatening condition such as lung injury or death. In addition, blood or blood products may transmit infectious diseases, including
hepatitis or HIV (AIDS) because they cannot be made completely safe with current scientific knowledge.

| understand that emergencies arise where it may be necessary to use existing supplies of blood for transfusion which may not
include the most compatible blood typed for me, in order to protect my life, health or general wellbeing. Initial below you authorization
related to blood products.

I do I do not authorize and consent to the transfusion of such blood products. L1 N/A

9. | hereby certify and agree that | have read and fully understand the above Consent for Operation, Treatment or Other Procedures. |
understand that | should not sign this form if all items have not been explained or answered to my satisfaction. | have been advised
that if | want a further or more detailed information concerning my diagnosis, recommended and alternative procedures, or possible
risks and consequences, it will be given to me by my physician. However, | hereby certify and agree that by signing below, |
understand what | have been told and my questions have been answered to my satisfaction.

| met with (patient / authorized representative) and fully discussed the above-described procedure,
as well as the associated risks, benefits, and alternatives.
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