PATIENT INFORMED CONSENT
Sample
Patient (or Authorized Representative’s) Consent to Medical Treatment

This is only a sample form.  It must be revised to the situation and any appropriate state law.

I hereby give my consent for the performance of the following:

[Insert name of treatment or procedure.  For example, Total Abdominal Hysterectomy with Bilateral Salpingo-oophorectomy].

I understand the procedure will involve:

[Insert explanation of the procedure in layman’s terms.  For example, removal of the womb and ovaries].

My physician has provided me with a general explanation of the nature of this treatment/procedure and why it is indicated for my particular medical condition.

I have been told that there are possible benefits to having this treatment/procedure. However, I also understand that there is no certainty that I will achieve these benefits and no guarantee has been made to me regarding the outcome of this procedure.

My physician has also discussed with me the risks of the treatment/procedure.  Some of the risks include, but are not limited to the following:

[Describe risks]

I understand and fully assume these risks.

My physician has also explained the expected outcomes of the treatment/procedure, including but not limited to, the following:

[Describe the expected outcomes.  For example, 
Following a TAH/BSO: you will no longer be able to have children.  You will have symptoms of menopause, etc.
Following mole removal: you will have a scar
Following eye surgery: you will be unable to drive for X period of time
Following bladder repair: you will have an indwelling catheter for X period of time
Following a hip replacement: you will require physical therapy for X period of time] 

The following reasonable alternatives to undergoing this treatment/procedure have been explained to me:

[List reasonable alternatives if any exist]

My physician has explained the risks and benefits of each of these alternatives:

[Describe risks and benefits of alternatives]

My physician has also explained the risks and benefits of not proceeding with the recommended treatment/procedure:

[Describe risks and benefits of not proceeding with the treatment]

My physician has explained to me that other physicians and healthcare personnel will participate in my care.

[Physicians should insert a description of the practice arrangement.  For example, if residents are participating, explain; or if in a group practice and another physician may substitute, disclose fully.]

I agree to their participation in my care.  Although unlikely, in the event my physician is not available to perform the above treatment or procedure, I understand this authorization may be extended to them.  If possible however, I will be notified of the substitution.

I recognize that, during the course of the procedure(s), unforeseen conditions might occur and that I might need additional or different procedures than those set out in this form. I, therefore, further authorize my physician and others who are assisting or involved in the procedure, to take action that my physician determines to be necessary, including, but not limited to, procedures involving pathology and radiology.  The authorization granted under this paragraph extends to addressing or repairing conditions that were not known to my physician at the time the treatment/procedure commenced.

After discussing all of the above, my physician has given me an opportunity to ask questions and seek further information.  I understand the information given to me and do not require further information at this time.   I believe my physician has honored my right to make my own informed healthcare decision and I give my consent to proceed with the recommended treatment/procedure.  I understand I can revoke this consent at any time up until the time the treatment/procedure is started. If the signature below is of an authorized representative, the authorized representative certifies that he/she is legally authorized to provide consent on behalf of the patient listed below.  


______________________________________________________________________
Patient’s Printed Name

______________________________________________________________________
Signature of Patient (or Authorized Representative)                     Relationship to Patient

______________________________________________________________________
Time								Date

[bookmark: _GoBack]______________________________________________________________________
Signature of Witness (preferably a family member)

Consideration may be given to the following (if applicable):

Conscious Sedation: I consent to use of anesthetics for sedation.  I agree to have a responsible adult drive me home.  I understand that my mental alertness may be impaired for several hours following the administration of anesthesia. I will avoid making decisions and taking part in activities which depend upon full concentration or judgment during that period. 

Photographs/Video Recording: For the purpose of advancing medical education, I consent to photographing and/or recording of the procedure and in the post-operative period, provided my identity is not revealed. 

Pathology: I give my permission to have any tissue removed during the procedure sent for histologic examination to a pathologist. 

Disposal of Tissue: I authorize the disposal of any surgically removed tissue or parts resulting from the procedure according to accustomed practice.

Blood Products: I (do)_____ (do not)_____ consent to the use/administration/transfusion of blood products as deemed necessary.
