Facility: Elmhurst Hospital Center
Chart No. .
INFORMED CONSENT FOR' Name
INVASIVE, DIAGNOSTIC, |
MEDICAL & SURGICAL Uit |
PROCEDURES (Patient Imprint Card)
FORM B-1
| hereby permit {Name of Attending Physician or

Authorized Health Care Provider) or his/her Associate Attending Physician of the same service, and assistants as may be selected
I e et ationeraiitaneons Sorendmiasal reaiment, operafion. or procedure SO P ol poadure Y ar.
The procedurs has been explained to me and | have been told the reasons why | need the procedure. The risks of the procedure have
also been explained to me. In addition, | have been told that the procedure may not have the resuit that | expect. | have also been told
about other possible treatments for my condition and what might happen if no treatment is recsived.

| understand that in addition to the risks described to me about this procedure there are risks that may occur with any surgical or
medical procedure. | am aware that the practice of medicine and surgery is not an exact science, and that | have not been given any
guarantees about the results of this procedure.

| have had enough time to discuss my condition and treatment with my heaith care providers and all of my questions have been
answered to my satisfaction. | believe | have enough information to make an informed decision and | agree to have the procedure. if
something unexpected happens and | need additional or different treatment(s) from the treatment | expect, | agree to accept any
treatment which is necessary.

| agree to have transfusions of blood and other biood products that may be necessary along with the procedure | am having. The risks,
benefits and alternatives have been explained to me and all of my questions have been answered to my satisfaction.

If 1 refuse to have transfusions | will cross out and initial this section and sign a REFUSAL OF TREATMENT form.

1 agree to allow this facility to keep, use or properly dispose of, tissue and parts of organs that are removed during this procedure.

and am
Signature of Patient or Parent/Legal Guardian of Minor Patient Date ‘ Time pm

If the patient cannot consent for him/herself, the signaturs 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.

and am
Signature of Heaith Care Agent/Legal Guardian Date Time pm
(Place a copy of the authorizing document in the medical record)

and am
Signature and Relation of Surrogate Date Time pm

WITNESS:

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

and am
Signature and Title of Witness Date Time pm

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 interpreteditransiated and voluntanly signed this form

and am
Signature of Interpreter/Transiator Dats Time pm

HHC 1008-1 (R Sep 2010) Enghsh



.iro-| Elmhurst Hospital Center ' "__s =
Facility: .
Chart No. -
INFORMED CONSENT Name
PROGRESS NOTI
(The Informed Consent Form HHC 100 B-1 Unit
on the reverse side must also be completed) -
(Patient Imprint Card)

I explained the risks, benefits, side effects and attematives of tha cardiac catheterization/primary coronary angioplasty (identify

Procedure) to the above-named patient for treatment of (Identify Diagnosis).
Asl expliinod to the patient, the risks, benefits, side effects, altaratives, intended goals and likelihcod of success of the procedure to

achieving heaith care goals (including potential problems with recuperation) inciude 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,
ki failure, stroke, serious ls, rarely death. | understand that a ble outcome of angioplasty is the need for

: 1 SUrg and 4 : OR AVALAD 4 lospital ' . 8

on site @

Definitive Disgnosis of Coronary Artery Disease/Treatment of biocked coronary artery

Alternatives (including risks, side effects and benefits):

* Risks related to not recsiving the procedure:

| 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 |3 MAKING HEALTH CARE DECISIONS FOR THE PATIENT, THE ATTENDING PHYSICIAN MUST CERTIFY THAT
THE PATIENT LACKS DECISIONAL CAPACITY.

ATTENOING PHYSICIAN'S CERTIFICATION
I have examined the abave-named patient and it is my professional medical opinion that this patient lacks decisional capacity lo make
informed heaith 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
treatment for the patient, the surrogate has signed the consent form. P o cansented to the proposed

and m
Signature of the Attending Physliclan Dats Time ;m

Frint Name and [dentiflcation Number

T Authorized Heaith Care Provider i3 one who is credantialed and privileged b i - )
’ ( ’ credant nd privi Yy the madical sta#f 15 serform in t ;
thai raquires informed consant. See aiso HHC Consant Palicy, Adicte i parform (s diagnastic tast. procedure or surgery

HHC 1008-1 reverse (R Sep 2010) Engiish



Elmhurst Hospital Center | HHCEED

nyc.gev/BRe

Facility:

Chart No.

INFORMED CONSENT FOR e
ANESTHESIA AND/OR .
SEDATION ANALGESIA unt |
(Patient Imprint Card)

FORM B-2

| hereby authorize (Name of Attending Physician or Authorized
Heaith Care Provider) or his/her Associate Attending Physician and assistants as may be selected and supervised by
him/her to administer:

[0 Anesthesia m/Sedaﬁon Analgesia

| have been informed of the risks, benefits and aitematives of the administration of such anesthesia and/or sedation
analgesia and my questions have been answered to my satisfaction.

and am
- Signature of Patient or Parent/L.egal Guardian of Minor Patient Date Time pm

—

If the patient cannot consent for him/herself, 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.

and ‘ am

Signature of Health Care Agent/Legal Guardian Date Time pm
{Placa a copy of the authorizing document in the medical record)

and am
Signature and Relation of Surrogate Date Time pm

WITNESS;

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.

and am
Time pm

Signature and Title of Witness Date

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/transiated and voluntanly signed this form.

and am

Signature of Interpreter/Transiator Date Time pm

HHC 1008-2 (R Sep 2010} English



Facility: Elmhurst Hospital Center ~ L ]
Chart»}No.
INFORMED CONSENT Name
PROGRISS NOTE
(The Informed Consent Form HHC 100 B-2 Unit A
on the reverse side must also be completed)
(Patient Imprint Card)

| explained the risks, benefits, side effects and options of the proposed anesthesia and/or sedation anaigesia to the
above-named patient.

As | explained to the patient, the risks, benefits, side effects, aiternatives and intended goals of the anesthesia and/or
sedation analigesia (Including potential problems with recuperation) include but are not limited to:

Risks and Side Effects:
Cardiac Arrest, Respiratory Arrest, Aﬂsrglc Reactions,

Pneumonia due to Aspiration

Reduced Pain and Anxiety, Easily Reversible

Benefits:

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

IT AN i IFICAT!

| 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 heaith care agent to make these decisions, a copy of
the patient's Heaith 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 Dats Time pm

Print Name and !dentification Number

© Authorized Heaith Care Provider i3 one who is cradeniialed and priviieged by tha medical siaff 1o par m ihis di i ce
i yiem t Farm this diagnostic ¢ o E g
that requires informad consant. See aise HHC Cansan Folicy, Articte 1 ’ v grostic lest procedure o surgery

HHC 100B-2 raverse (R Sep 2010) Engiish



ELMHURST HOSPITAL CENTER
79-01 Broadway, Elmhurst NY 11373

PRE-PROCEDURE
NOTE / HISTORY & PHYSICAL EXAMINATION

Present History:

Past Medical and Surgical History:

Co morbidity: OJHTN 1 ASHD ODM (0 Asthma 0O COPD Other

Personal/Social History: [J Smoking 0O Alcohol O Drugs Other

Family History [] Cancer [] Heart Disease Other

Medications: See Medication Reconciliation Record

Allergies: [] Medications (1 Dye [IShelifish O 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 t?}e above evaluation. | have re-evaluated the patient immediately prior fo the procedure, and | have found:
LI No significant interval change in hisher condition [ Significant change which | have documented in the Medical Record.

Name: i0#: Signature: Date: Time:

CCL H&P.doc Rev 7/04, 5/08, 9/07, 10/09, 10/10, 2/12




ELMHURST HOSPITAL CENTER
DIVISION OF CARDIOLOGY

POST-CATHETERIZATION NOTE

Procedure done:

Procedure: [0 Manual compression of arterial/venous access site applied for 20 minutes
0 Vascular closure device deployed successfully/unsuccessfully

Angioseal Other

[J Fem-stop applied for minutes

Physical examination: Present Absent
Bleeding O O
Hematoma O O
Vital signs: BP= HR = RR = Cardiac Rhythm = ___
Complication:
Comments:
Disposition:
Cardiology Fellow Signature Print Name: Date Time

If STEMI, reason(s) for PCI delayed:

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

I Consuitation required prior to procedure, e.g. neurology assessment-re bleeding risi/CVA

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

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

O Altemnate diagnosis on presentation, e.g. symptoms not consistent on presentation with STEMI

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

L1 Other: please explain

Comment (mandatory):

Attending Signature Print Name Date



