
UNITY HEALTH SYSTEM 

CONSENT FOR SURGICAL PROCEDURF, 
OR IYVASIVE PROCEDURE 

I Hereby authorize Dr. and hisher designee M assistants to perform upon 

(Name of patient) the following procedure, 

-____ 
(State nature ofpracedwe to be performed} 

The xlawe and putpore, passible alternative methods of treatment, the 
fully explained to me. 1 recognize that the explanation I b v e  rectivrd is mt crhaustive and that other, m r e  remote risks could arise. 
I recogme that a more detailed explanation can be given at my request. I acknowledge that no guarantee or asauance has been d e  
as to the results that may be obtained from the: procedure, 

I achowlbdge that certain conditions may be revealed to the physictan involved at the time ~f the procedure which were not 
recopzed before and wluch may call for procedures in &&tion to hose originally contemplate& I autharize the perfomme of such 
procedures In ac@orifaact wrvh thc judgment of the operating surgeon rn physicm involved. 

mwlved, and the possibility ofcamplications have been 

I consent to the administration of anestheeia or conscious sederlon by a physician, and the use of such anesthetics as deemed 
advisable, 

I cowtnt to photographing, videotaping OK medical &strating of the proccdwc or tissues rtmolied, for medical, Scientific, or 
educational purposes, provided my ideatity is not revealed. 

I consent to the presence ofmedhsl equipment company representatives in the opcrahg room and to their provision of technical 
support to the qerating physician lnvalved in the procedure, in no event does this consent permit perfomnce of a procedwe by such 
representatives. 

The mrite snd des ofthe blood and blood products, the oanaequences of the refusal to use blood and blood products, and the 
available dttmaPives to rht usc of blood and blood products, incluhg self-donation, and use of a designated donor have been fully 
explained to me, I comerit to the use of blood or blood prodwts if demed necessary by the physicians hvolwtd ir. my cue .  

1 consent to the dispasal of my tissue or body parts removed In the cause of the oporatim by hospital authorities or designee 

1 acknowledge that I w ~ 9  given the opportunity to ask questions during b e  mwse of all explenalions given to me as described above 
and that I have received satisfactory answers to my queedoa 

I certify that I have i d  md f i l l y  understand the above cohseat &er adequate explanations were made to me, after all blanks were 
filled in, d inapplicable paragraphs, if my, were m o d  out. Specif~c exceptions to this consent are listed below: 

When patient is a minor, or lacks capacity to consent, slgnafurc of person authorized to consent: for patient: 

I have agreed that I have provided ail appmpriatc information to the above patient regarding the procedure identified above, 

Physicindother practitioner Date: 
(Sipwe) 


