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(INFORMIED CONSENT FOR INVASIVE,

DIAGNOSTIC, MEDICAL & SURGICAL PROCEDURES) (Pfatient Imprint Card)
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(hereafter called the "procedure”): Cardiac Catheterization/Percutaneous Coronary Intervention, Possible Intra-Aortic ballocon
pump, possible pacemaker. Possible Coronary Artery Bypass Surgery. ¢
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k. 14 g (am)
A e AR & - /5FER ARtrRrs & WRWR atv (and) wa qm (pm)
(Signature of Patient or Parent/Legal Guardian of Minor Patlent) (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.

s g (am)
Mmm—hm/w@m%m i (and) wa qm (pm)
(Signature of Health Care Agent/Legal Guardian) . (Date) (Time)

(Place a copy of the autharizing document in the medical record)

sk g (am)
TR & wem ol R ARy (and) ¥ g (pm)
(Signature and Relation of Surrogate) (Date) (Time)

Tame (WITNESS):

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

sk ga® (am)
T 1 sem I 8 (Signature and Title of Witness) i {and) ¥ m (pm)
(Date) (Time)

m [m (INTERPRETERITRANSLATOR): (To be signed by the interpreter/translator if the patient required such
assistance)

To the best of my knowledge the patient understood what was interpreted/transiated and voluntarily signed this form.
ah gaw (am)

T /g & wem (Signature of interpreter/Translator) L (and) o ™ (pm)
{Date) (Time)
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-

INFORMED CONSENT ) Name
PROGRISS 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 altematives of the cardiac catheterization/primary coronary angioplasty (Identify

Procedure) to the above-named patient for treatment of . (!dentify Diagnosis).

As | explained to the patient, the risks, benefits, side effects, alternatives, intended goals and likelihood of success of the procedure to
achieving heaith care goals {including potential problems with recuperation) include but are not limited to:
Risks and side effects of the proposed care: Bieading_f[om access site, vascular injury, allergic reaction to contrast, heart attack,

ssible outcome of angioplasty is the need for

kidney failure, stroke, serious arrhythmia, rarely death. | understand that a po gioplasty

emergency cardlomoracic(bm()assa su:_'geg! and that this service is not available on site at Eimhurst Hospital. Should | require
ypafgn; surgery, | wi ansferr ount Sinai Hosp or this service,

Benefits:

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

Alternativ. craire 3 side effects and benefits):
Risks r«iated to . ‘edure;
I provid: “e-named  Yent with the opportunity to ask questions. ! have answered the questions asked and it is my
professior: -t understands what | have explained.

- and am
Signature of Attending : -ian ar 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 PHYSICIAN'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 Physician Date Time pm

Print Nams and Identification Humber

* Authorized Health Care Provider is ane wha i3 credentiaied and privileged by the medical staff 1o perform this diagnosiic test, procedure of surgery
that requires informed consent. See aisg HHC Consert Policy, Article it
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Facility: Eimhurst Hospital Center E—“‘:—
Chart No. | 1
et /ol A gares et A d | Neme ‘
(INFORMED CONSENT FOR ANESTHESIA AND/OR unt
SEDATION ANALGESIA) (Patient Imprint Card)

aﬁ(maﬁaﬁ%ﬁﬁmmmﬁlﬁwmmmwml Name
of Attending Physiclan or Authorized Health Care Provider) o T s A by axra @ ek T 0 g v wiamer Ry G,

#t afapa & /A

¥ wegnl

Q s3=m# / Anesthesia ‘{'mm 4re1 ;pan / Sedation Analgesia

gﬁ&ﬁrﬁzmrﬁ/aﬂtmmm&u:mﬁ%ﬁhmmﬁrhmmﬁqm% mgﬁﬁmﬁtwﬁﬁktmiﬁ‘zmh

o gw (am)

MmeiMMMim olw (and) e o (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 behalif of the patient, or the patient's surrogate who is consenting to the treatment for the patient, must be obtained.

ik 3w (am)
4 wenr-Ro /e ftror & wRWIC ‘ wir (and) L] o™ (pm)
(Signature of Health Care Agent/Legal Guardian) (Date) (Time)
{Place a copy of the authorizing document in the medical record)
& gw (am)
TRPRr & yem S faw arfre (and) ] o (pm)
(Signature and Relation of Surrogate) (Date) {Time)

ESS):

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

ak ge (am)
T w1 venwe ol ot (Signature and Title of Witness) A (and) w qm (pm)
(Date) (Time)

mm@ ﬂNTERPRETERITRANSLATOR): (To be signed by the interpreter/translator if the patient required such
assistance

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

k. (4 ge (am)
i/ srjees & e (Signature of InterpreteriTranslator) il (and) w1 am (pm)
(Date) (Time)
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Facmty Ell‘l‘lhurst Hospital centel' o nyc.gov/hhe T
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)

| 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

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 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 heaith 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 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 Identification Number

* Authorized Health Care Provider is one who is credentialed and privileged by the medical staff to perform this diagnostic test, procedure or surgery
ihat requires informed consent See alse HHC Censant Poiicy, Articie 11
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ELMHURST HOSPITAL CENTER yal
79-01 Broadway, Eimhurst NY 11373 Apdte

PRE-PROCEDURE v -
BDTEIHSTOR‘IGPINSBALEXAHINATIQN - i

Present History:
Past Medical and Surgical History: __ - .
Co morbidity: IHTN  CJASHD C1DM [l Asthma [JCOPD Other
PersonalSocial History: 0 Smoking [ Alcohol 1 Drugs  Other
Family History (] Cancer (] Heart Disease Other ___

Uon econciiiation Reco . ’

Allergies: [1 Medications O Dye OShelifish ([ Previous Anaphylaxis b PRI 0 SN

Febrile/Afebrile

Physical Exam: Vital Signs: BP HR _ Resp.

Pﬂvlagod#rwmr&mm 'PrlmNm ' . Date Time

Attending Signature Print Name Date Time

{MEDIA |
ihmmuMwm:mmnmmwbum.mrmm ]
(] No significant interval change in hisher condition Dwmmmmmhmmnm.

Name: D# Signature: Date: Time:
CCL H&P.doc Rev 7/04, 508, 9/07, 10/09, 10/10, 2/12




ELMHURST HOSPITAL CENTER
DIVISION OF CARDIOLOGY

POST-CATHETERIZATION NOTE * St

Procedure done:

Procedure: . [0 Manual compression of arterial/venous access site applied for 20 minutes
O Vascular closure device deployed sqecagsfyllylunsuccessmliy |

~ Angioseal Other S

[1 Fem-stop applied for _____ minutes:

Physical examinatién: "~ Present - Absent
Bleeding 0 0
Vital signs: BP = HR=____ RR = Cardiac Rhythm = ____
Complication:
Comments:
Disposmon _ ; |
Cardiology Fellow Signature ' Print Name: Date Time

If STEMI, reason(s) for PCI delayed: o

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

O Consuitation required prior.to procedure, e.g. neurclogy assessment-re bleeding risk/CVA

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

[0 Management, é.g. requires intubation, tx for hemodynamic/electrical instability, stabilizing before
transport to catheterization lab

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

U] Procedure related, e.g, access issues secondary to PVD, difficuit anatomy, unable to cross lesion,
anomalous toronaries, previous CABG

0 Other: please explain

Comment (mandatory):

Aitending Signature Print Name Date Time



