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Acknowledgment of Consent for Surgical or Other Procedure
Downtime Form

You have the right to be informed about the surgical or other procedure which your physician recommends so that you can make an
informed decision whether or not to undergo the procedure. The purpose of this form is to provide written acknowledgment of your
consent.

Name of Physician(s) Performing Procedure:

I voluntarily authorize this physician, as well as his/her partners and assistants, to perform the surgical or other procedure described
below:

Primary procedure to be performed:
Additional procedure(s) to be performed (if applicable):
Laterality:

My condition and the above procedure have been described to me. Alternative treatments for my condition and the risks of alternative
treatment or no treatment at all have been explained.

Risks:
Procedure is being done with the Department of Anesthesia providing anesthesia/sedation (please circle/check): Yes @ No O

If fiyeso - | understand that the administration of anesthesia, conscious sedation, medical and surgical procedures involve risks. These
risks include allergic reactions, bleeding, blood clots, burns, infections, adverse side effects of drugs, loss of sensation, loss of vision,
loss of limb function, paralysis, stroke, brain damage, heart attack and even loss of bodily function or life. The possible need for blood
transfusions was explained where appropriate, along with a discussion of the potential risks, benefits and alternatives to transfusion. |
understand that there may be other unforeseen risks or complications of the procedure and/or anesthesia, as well as problems during
my recuperation. | understand that there may be additional surgery or procedures which may be required, and | consent to those which
in my physicians' professional judgment are necessary.

If inod - If the procedure is being done without the Department of Anesthesia providing anesthesia/sedation:

| understand that the procedure may involve risks. These risks may include allergic reactions, bleeding, blood clots, infections, adverse
side effects of drugs, and even loss of bodily function or life. My provider has explained other common risks associated with this
procedure. | understand that there may be other unforeseen risks or complications of the procedure, as well as problems during my
recuperation.

Occupation Exposure:

If a healthcare worker receives an occupational exposure to my blood or body fluids during the course of the procedure and | am unable
to provide consent at the time of the exposure, | consent to an immediate HIV blood test so that the healthcare worker can receive
prompt attention if necessary.

General:

I understand that diagnostic testing may be done on tissue, fluids or organs removed during surgery and that in some cases this may
include genetic testing. After the procedure is over and all necessary tests and diagnoses have been completed, | understand that
some portion of the tissue, fluids or organs removed from me may be leftover. | understand that this is a teaching facility and that the
Hospital may use these for teaching, research or scientific purposes, or may otherwise dispose of them and that in this process, the
Hospital will take appropriate steps to protect my confidentiality.

| understand that audio/video equipment may be in use during part or all of my procedure for quality improvement. No recording for
quality or educational purposes will be done without my prior consent.

| also acknowledge that residents and assistants designated by my physician may participate in the procedure and there may be other
observers or vendors present.

| understand that | am under no obligation to proceed with the surgery or procedure until all requested information has been provided
and all my questions have been answered to my satisfaction. | acknowledge that this has been done.
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Name:

DOB:

Acknowledgment of Consent for Surgical or Other Procedure
Signatures:
Patient

Patient's Name (Printed):

Patientis Signature:

Date & Time:

Consent was obtained from agent telephonically (please circle/check) T Yes O No O
Agent or Representative (If Patient Unable to Consent)

Agent or Representative Signature:

Agent or Representative Printed Name:

Date & Time:

Relationship of Agent or Representative:

Interpreter (If Applicable)

Interpreter Signature:

Interpreter Printed Name:

Date & Time:

Provider's Acknowledgment

The undersigned confirms that informed consent, as described above, has been given by the patient. | have also discussed the
possible need for blood transfusions including the potential risks, benefits and alternatives to transfusions and consent was obtained.

Provider Signature:

Provider Printed Name:

Date & Time:
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