Faciity:| Elmhurst Hospital Center - W
Chart No. .
EAi\ .‘@mﬁ\ * Name
BT RSB AR E RS
(INFORMED CONSENT FOR INVASIVE, Unit
DIAGNOSTIC, MEDICAL & SURGICAL
PROCEDURES) (Patient Imprint Card)
FORM B-1

RIS e A ( ESEEDRBNWEST RBAY KN E/Name of

Attending Physician or Authorized Health Care Provider ) R R RF K MNENERILRENDI  BTUTES, FRIEHETX
W "ESFEE / hereafter called the “procedure”).  Cardiac Catheterization/Percutaneous Coronary Intervention,

Possibie Intra-Aortic balloon pump, possible pacemaker. Possible Coronary Artery Bypass Surgery.

REEQRMBTEESTRE  ASEEANTARBEEEIBAORE. REZABMBT ZETBENAN. LA RESER , ZENE
FOETZDBRFMANMNE R, RETHFIATRIBEBSORCER , URFATTREAHARR,

BEM AXEZESRF RICEARMBNRRS  EATAFRABABTRALARE., RONM , EENFERAEMENY  ARY
SATRET B R AR
REARSNRESANETRAAUALCENGRIAT TR HARFRLNFRIMSCADAERE, RikY , AFRABHNMAE
ASRAHAMGRE  RE KRR EEF, DRAERNER , HEERWRLT 2N RERENANRFENAY , RERREEM
B RERYT

BREX 4R THERENNETEFPRZNANACHE=R. RECHRMBTRR. FLREASE  BRNFEARLSE SR
HEME.

HRRESRL, RIFGNE21BE, FLEEMT, MR N LES,

REARLERRE. CARZBLRELETEEAIRTNEARBEEE.,

i L% (am)

L E3-L3 £ 0] 833 4% Lo BN (and) MR T4 (pm)
{Signature of Patient or Parent/Legal Guardian of Minor Patient) {Date) {Time)

If the patient cannot consent for him/herself, the signature of either the health care agent or legal guardian who is acting on behalf of the
patient, or the patient's surrogate who is consenting to the treatment for the patient, must be obtained.

i) LE&F (am)
ErRAREAZLENY AEY 8 {and) N F& (pm)
(Signature of Health Care Agent/Legal Guardian) {Date) (Time)
(Place a copy of the authorizing document in the medicai record)

N L& (am)
HRAANRERHER Bm (and) g T+ (pm)
(Signature and Relation of Surrogate) (Date) (Time)

EA (WITNESS):

l, am a staff member who is not the patient's physician or authorized health care
provider and T have witnessed the patient or other appropriate person voluntarily sign this form.

n L& (am)

EAEFRM (Signature and Title of Witness) BN (and) R T&F (pm)
{Date) {Time)

O R/ %A (INTERPRETER/TRANSLATOR): (To be signed by the interpreter/transiator if the patient required such assistance)
To the best of my knowledge the patient understood what was interpreted/translated and voluntarily signed this form.

1 L& (am)

O FME %R EF (Signature of Interpreter/Translator) 88 {and) el ] T& (pm)
(Date) (Time)

HHC 100B-1 (R Sep 2010) Simpiified Chinese



Facility:| Elmhurst Hospital Center

| Chart No.-

INFORMED CONSENT Name
PROGRESS NOTE

(The Informed Consent Form HHC 100 B-1 Unit
on the reverse side must aiso be completed)

(Patient Imprint Card)

| explained the risks, benefits, side effects and alternatives of the Cardiac catheterization/primary coronary angloplasty Identify

Procedure) to the above-named patient for treatment of {Identify Diagnosis).

As | explained to the patient, the risks, benefits, side effects, alternatives, intended goals and lif(’elihood of success of the procedure to
achieving health care goals (including potential problems with recuperation) include but are not limited to:
Risks and side effects of the proposed care: Bleeding from access site, vascular injury, allergic reaction to contrast, heart attack,

kidney failure, stroke, serious arrhythmia, rarely death. | understand that a possible outcome of angioplasty is the need for

emergency cardiothoracic(bypass)surgery and that this service is not available on site at Elmhurst Hospital. Should | require
gypaﬁsts surgery, | will be transferred to Mount Sinai Hospital for this service.
enefits:

Definitive Diagnosis of Coronary Artery Disease/Treatment of blocked coronary artery

Alternatives (including their risks, side effects and benefits):

Risks related to not receiving the procedure:

I provided the above-named patient with the opportunity to ask questions. | have answered the questions asked and it is my
professional opinion that the patient understands what | have explained.

and am
Signature of Attending Physician or Authorized Health Care Provider* Date Time pm

Print Name and !dentification Number

IF SOMEONE IS MAKING HEALTH CARE DECISIONS FOR THE PATIENT, THE ATTENDING PHYSICIAN MUST CERTIFY THAT
THE PATIENT LACKS DECISIONAL CAPACITY.

ATTENDING PHYSICIAN'S CERTIFICATION

I have examined the above-named patient and it is my professional medical opinion that this patient lacks decisicnal capacity to make
informed health care decisions. | understand that if this patient has appointed a heaith care agent to make these decisions, a copy of
the patient's Health Care Proxy must be inserted in the medicai record. If the patient's surrogate has consented to the proposed
treatment for the patient, the surrogate has signed the consent form.

and am
Signature of the Attending Physician Date Time pm

Print Mame and identification Number

* Austh 4gaithy O Sy i8r 18 ore who b nriyil ¢ seedic sl fr1 i i 58
Authonzed Health Care Provider is one zg?teis credentizled and privileged by the medical staff 1o periorm this disgnostic test, procedure o surgery

that requires informed consent. See alss HHC Consent Policy, Artidls 11

HHC 100B-1 revarse (R Sep 2010} Simpiified Chinese



Facility: Elmhurst Hospital Center
'~ Chart No..
FHA/RAEFERORERE |
(INFORMID CONSENT FOR ANESTHISIA Uniit
AND/OR SEDATION ANALGESIA)
(Patient Imprint Card)
FORM B-2
BRI AT (ESEBERESNE/TRBAKENE R/ Name of
Attending Physician or Authorized Health Care Provider ) R N B A MMM N L EE MBI T :
Q MM / (Anesthesia) U/HJE” / (Sedatlon Analgesla)
RECEHBMBBTHERBRN/RREHBORR, FLEMRER, AABNARCSBHNAENE,
n L& (am)
BERERESHONCRTUPF A XT BN (and) NN FF (pm)

(Signature of Patient or Parent/Legal Guardian of Minor Patient) (Dats) {Time)

If the patient cannot consent for him/hersetf, the signature of either the heaith care agent or legal guardian who is acting on
behalf of the patient, or the patient’s surrogate who is consenting to the treatment for the patient, must be obtained.

= k& (am)
EITRAREASEENPF A XY am (and) NN T& (pm)
(Signature of Health Care Agent/Legal Guardian) {Date) {Time)
(Place a copy of the authorizing document in the medical record)

n E# (am)
RAANBEERXR BN {and) NN F4¥ (pm)
(Signature and Relation of Surrogats) {Date) {Time)

NESS):

1, am a staff member who is not the patient's physician or authorized heaith care
provider and | have witnessed the patient or other appropriate person voluntarily sign this form.

»n L& (am)

EAZFRRE (Signature and Title of Witness) am {(and) NN F& (pm)
{Date) (Time)

O ¥/ A (INTERPRET ER/TRANSLATOR): (To be signed by the interpreterftranslator if the patient required such assistance)

To the best of my knowledge the patient understood what was interpreteditranslated and voluntarily signed this form.

» E&F (am)

O %A XF (Signature of Interpreter/Translator) am (and) oM F& (pm)
{Date) {Time)

HHC 1008-2 (R Sep 2010) Simplified Chinese
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Facility: Elmhurst Hospital Center

|

Chart No. -

INFORMED CONSENT Name

PROGRESS NOTE
(The Informed Consent Form HHC 100 B-2 Unit
on the reverse side must also be completed)

(Patient Imprint Card)

I explained the risks, benefits, side effects and options of the proposed anesthesia and/or sedation analgesia to the

above-named patient.
As | explained to the patient, the risks, benefits, side effects, alternatives and intended goals of the anesthesia and/or
sedation analgesia (including potential problems with recuperation) include but are not limited to:

Risks and Side Effects: .
Cardiac Arrest, Respiratory Arrest, Allergic Reactions,

Pneumonia due to Aspiration

Benefits:

Reduced Pain and Anxiety, Easily Reversible

Alternatives to Anesthesia and/or sedation analgesia (including the risks, side effects and benefits thereof):
No Sedation

| provided the above-named patient with the opportunity to ask questions. | have answered the questions asked and it
is my professional opinion that the patient understands what | have explained.

) and am
Signature of Attending Physiclan or Authorized Health Care Provider* Date Time pm

Print Name and identification Number
“

IF SOMEONE IS MAKING HEALTH CARE DECISIONS FOR THE PATIENT, THE ATTENDING PHYSICIAN MUST CERTIFY THAT
THE PATIENT LACKS DECISIONAL CAPACITY.

ATTENDING ANESTHESIOLOGIST'S CERTIFICATION

| have examined the above-named patient and it is my professional medical opinion that this patient lacks decisional capacity to make
informed health care decisions. | understand that if this patient has appointed a health care agent to make these decisions, a copy of
the patient's Health Care Proxy must be inserted in the medical record. If the patient's surrogate has consented to the proposed
treatment for the patient, the surrogate has signed the consent form.

and am
Signature of the Attending Anesthesiologist Date Time pm

Print Name and ldentification Number

* Authorized Health Care Provider is one who is credentizled ang privileged by the madical staff to perform this diagnostic tes!, procadure or surgery
that requires informed consent. See also HHC Consent Policy, Article 111

HHC 100B-2 reverss (R Sep 2010} Simplified Chinsse



ELMHURST HOSPITAL CENTER
79-01 Broadway, Elmhurst NY 11373

PRE-PROCEDURE
NOTE / HISTORY & PHYSICAL EXAMINATION

Present History:

Past Medical and Surgical History:

Co morbidity: CIHTN [ ASHD [0 DM [ Asthma [1COPD Other

Personal/Social History: [J Smoking L1 Alcohol [ Drugs Other

Family History [1 Cancer [ Heart Disease Other

Medications: See Medication Reconciliation Record

Allergies: [ Medications 0O Dye [IShelifish [ Previous Anaphylaxis Other:

Review of Systems

Physical Exam: Vital Signs: BP HR Resp. Febrile/Afebrile

HEENT:

Neurological:

Lung:

Heart:

Breast:

Abdomen:

GU/GYN:

Rectal:

Extremities:

Lab results/date if applicable

Diagnosis:

Planned Procedure:

Privileged Provider Signature Print Name Date Time
Attending Signature Print Name Date Time

IMMEDIATE PRE-PROCEDURE REASSESSMENT EXAMINATION
I have reviewed the above evaluation. | have re-evaluated the patient immediately prior to the procedure, and | have found:
L1 No significant interval change in histher condition ] Significant change which | have documented in the Medical Record.

Name: D# Signature: Date: Time:

CCL H&P doc Rev 7/04, 5/06, 8/07, 10/08, 10/10, 2/12



ELMHURST HOSPITAL CENTER
DIVISION OF CARDIOLOGY

POST-CATHETERIZATION NOTE

Procedure done:

Procedure: 1 Manual compression of arterial/venous access site applied for 20 minutes

L1 Vascular closure device deployed successfully/unsuccessfully

Angioseal Other
[J Fem-stop applied for _____ minutes

Physical examination: Present Absent

Bleeding 0 O

Hematoma [ (W
Vital signs: BP = HR = RR = Cardiac Rhythm = ___
Complication:
Comments:
Disposition:
Cardiology Fellow Signature Print Name: Date Time

If STEMI, reason(s) for PCI delayed:

(J Consent, e.g. patient wishes to speak with family/clergy prior to consent

LI Consuiltation required prior to procedure, e.g. neurology assessment-re bleeding risk/CVA

J Additional procedure(s) required, e.g. CT, echocardiogram, pacemaker, IABP

L1 Management, e.g. requires intubation, tx for hemodynamic/electrical instability, stabilizing before
transport to catheterization lab

0J Altemate diagnosis on presentation, e.g. symptoms not consistent on presentation with STEMI

U Procedure related, e.g. access issues secondary to PVD, difficult anatomy, unable to cross lesion,
anomalous coronaries, previous CABG

U Other: please explain

Comment (mandatory):

Attending Signatura Print Name Date Time



