
1 hereby aulhorizc - Tarun Kothari, MD __ Krishan Thanik, M D  _c_ Prasadvarrna Penmetsa, 
M D  and whomever he may designate as their assisranls, who is rcfcrred ro as "the Doctor" in the rest of 
this Conscnl Form, io perform the followinp procedures: 

- Colonoscopy (Lower CJ Endoscopy) - Gastroscopy (Upper GI Endoscopy) 
__ Flexible Sigmoidoscopy 

For [he foil~wing condidons: 

1. The doctor has explained rbe condition and the procedure to me, He has explained the purpose of 
the procedure and alternate ways of meating Lhc condition. 

2. In addition io the usual risks o f  these procedures, J have been made aware of certain risks and 
conseqwnces rhar are associated with the procedure(s). These inchde but ate no1 limited to: 
Bleeding, infection, and perforation. 

3. I understand that during the procedure, the Doctor may discover a condition that he did noi know 
about or perform any addirional or different proccdurcs in  accordance with the DOctor's 
judgement that are necessary or advisable while lkis surgical procedure is being performed. 

4. I consen1 10 the administration of moderate (conscious) sedation by a Physician or Registered 
Nurse as deemed most appropriate for h e  procedure to be performed. The physician will'discuss 
details regarding risks and alternatives appropriate for the prQcedure(s). 

5. I consent to the administration o f  medications rhal may bc necessary or advisable before, during or 
after the procedure(s). 

6.  I understand the Doctor may have assistanis pankipare wirh him or under his supervision in this 
procedure and relaled care, 

7. I understand that a videotape and/or photo(s) may he made of the procedure and consent to this 
providing my right to privacy is protected. 5 

8.  

X have read this form. 1 understand what ir means. 

X understand that no guarantees have been made IO me about [he rcsulls of the procedure. 

__U__n*r -  

Patient Signature Date 

-- 
Wjtnrss Signature Docror's Signarurc 
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