/, The Mount Sinai Hospital Name

S One Gustave L. Levy Place

Sivat New York, New York 10029 DOB

CONSENT TO SURGERY/PROCEDURE/ VRN

TREATMENT AND ANESTHESIA

1. | hereby authorize and and those associates

Physician/Provider Co-Surgeon/Frivileged Proceduralist

or assistants designhated to perform upon the following treatment(s), surgery(ies), and/or
procedure(s) to include: Name of Patient or “Me”

8.

Patient*, Relative

A team of medical professionals will work together to perform my procedure/surgery. My Physician/Provider or Designated Attending

will be present for all critical parts of the procedure/surgery, although other medical professionals may perform some aspects of the
procedure as my doctor or the Attending Designee deems appropriate.

The Attending Physician above {or his/her designee: ) has fully explained to me,
in my preferred language, the nature of the proposed care, treatment, services, interventions, procedures and/or medications and

has also informed me of the potential benefits, risks or side effects, including potential problems that might arise during recuperation.

I have been informed of the likelihood of achieving the proposed goals and of the reasonable alternatives to the proposed plan of
care. | have been informed of the relevant risks, benefits and side effects related to alternatives including the possible resulis of not

receiving the proposed treatment. | have been given an opportunity to ask questions, and all my questions have been answered fully
and satisfactorily.

| understand that, during the course of the above proposed surgery, treatment, or procedure, unforeseen conditions may arise which
necessitate a surgery, treatment, procedure different from those contemplated. | consent to the performance of additional surgery/
treatment/procedure which the above-named physician or his/her associates/assistants may consider necessary.

[ understand that | may require the administration of anesthetics/sedatives/anaIgesibs deemed necessary under the direction of
an authorized provider. | understand that [ will be made aware of the risks, benefits of, and alternatives to the administration of
anesthetics/sedatives/analgesics prior o the surgery/procedure/ireatment by an authorized provider.

| further consent to the transfusion of blood or blood components as deemed necessary for the proposed surgery/treatment/
procedure. | have been made aware of the risks, benefits of, and alternatives to the administration of these products.

Any organ(s)/tissue(s)/implant(s)/body fluids surgically removed may be examined and retained by the Hospital for medical, scientific
or educational purposes and such tissues, organs and/or body fluids may be disposed of in accordance with customary practice.

| consent to the photographing, videotaping and/or closed circuit televising, and publication thereof, of this surgery/treatment/
procedure for medical, scientific or educational purposes, provided my identity is not revealed. | also consent to the admission of
authorized observers and/or technical or vendor support to the Operating or Treatment Room.

| have crossed out and initialed any paragraphs to which | do not consent.

or Guardian Print Name Signature Time Date Relationship
3 i . Patient Confirmed D :
Signature Witness: . : Signature Witness
Print Name Signature Time Date

Interpreter Name

{Check box if Applicable}

|, the Attending Physician or Privileged Proceduralist, hereby certify that the nature, pur;jose, benefits, risks of, and alternatives to the
proposed procedure/operation have been explained to the patient/relative/guardian and | have offered to answer any questions. and have

__fully answered all such questions. | believe that the patient/relative/guardian fully understands-what I-have explained-and answered: [nthe ————

event that { was not present when the patient signed this form, | understand that the form is only documentation that the informed consent
process took place. | remain responsible for having obtained consent from the patient.

>

Print Name Attending Physician/Privileged Proceduralist Signature Time Dafe
If more than thirty days have passed since this consent form was signed or the consent conversation was held:

|, the Attending Physician or Privileged Proceduralist, have reaffirmed the patient’s understanding and certify that there has been no
substantial change to the patient's condition in the time period since the consent form was signed,

Print Name Attending Physician/Privileged Proceduralist Signature Time Date

* The signature of the patient must be obtained unless the patient is under the age of 18 or Incompetent.
NOTE: THIS DOCUMENT MUST BE MADE PART OF THE PATIENT'S MEDICAL RECORD.
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or Number Patient Refused D
Print Name Signature Time Date Interpreter
D Telephone Consent (Check box if applicable) {Check box if Applicable)
-~ 23_The Attending Physician or-PriviIeged-Proceduralist»ﬁhafisiérffdfﬁﬂhg the procedure must sign the certification below, ——




Z 10| obey }eyd ayj ul Juswnoop Siy} ade|d

‘ainpadold ay) wuoliad o) pabajialid Ajjuspusdapul SI oym
Yauonnoeid 18yjo 1o ‘ueloIsAyd buipusije sy} si 3SIeinpado.d

rowl | :oleq

‘aunjeubis

aWeN uLd

f)sijeanpasoid

:(a|qeoydde J1)

PalUSWINO0P OYM (S)Jaquiawl Wea) [eUOIHPPE JO dWeN
(wooJ 8y} Buines| Jusied 0} Jolid)
suoinesany °¢
(g3 Buipnjoul) 810N 24NPad0id diesedas Juswnoo(

pamalnal Juswebeuew pue \
A1BN028J 10} SUIBOUOD AdY k

pajiouooal pue pajege| suswioads

pamaInaJ 81npadoid pue \
sisoubelp ainpaooud 1Sod pue ald

d|qeolddy JoN S9A

Joquis|\ wea] puodag/isijeinpasoid

iNALSIT Y001 'dOoLS

(woou Buines) Japinoad 03 Jolid)

INQ uBIS pue Jougeqa g

8L02/€1/6 N84 8/8l-d # W04

(uonoajuj “Jose ‘ali4) suonneoald A1ojeg

0

pax)oayd solep uonedidxs pue
juasaud salddns ‘syuejdw

pamainey Ueld OloIqiuY

pamalinal snyels Aoueubold

Ayresare| ‘gOQ ‘sweu juaned yum
‘a|qejrene syodau oipsoubelp/buibew)

pamaInal Sqe

paja|dwod Jusasuo)

)sijednpasoud yum AjLusp 2

pamainay salbis||y

3|qISIA BupjeN 1S

pamainay ‘Alljelale| ‘©1Is ‘8inpado.d

Yiiq JO 91ep ‘auieu Jusijed

nuaned yum Apisp L

JaqUIBI\ Wea] puoodag/isijeinpasold

iN3LSIT YM001'dOoLS

(21npa2oo0.d aiofeq Ajorelpawiwy)

INO SwWii] /uonesIa ainpasoid

-9id I

21eg :2JNP220.Id

O

(uonjes07 wooy Hunesadp-uoN)
uolepasg INOYUM 10 Y

ISIPjo9Y) A)ojeg jeinpado

id

O

:UoIeo0

reurs
JUNoJ\



Z Jo g abed 1eyd ay} ul Juswnoop Siy) ade|d 8L0Z/EH/6 Ao1 8/8)-d # W04

"uolew.IoUl Jaypny Joy Ajiqeoiiddy |00010.1d [eSJ9AIUN 1O} PINK) [eINpad0id O} Jojoy

‘(92110814 A}Ndk4 S10100(Q
leuls Junojn buipn|oui) sanjioe) Aioyenquie pue juanedul |y —

‘ABojoipe.

‘(8)q1ssod [euonluaAialul pue ‘@yins Adoosoyououaq ‘euns Adoosopua

Janauaym pawioyiad aq pjnoys 1no awil e Buipnjoul 4n ‘sge| ABojoisAydoujose pue uolezualeyled oeipied
ybnoyye) suoneniys Buiuajyeaiyi-a4l| Ajorelpawwi Japun ‘swoo. Buiyesado urew 8y} ul pawJoped sainpadoud ||y —

paw.Jojiad ate seinpadoid usym SuoIsedd0 aled Alpwelixg —
‘ApOQ 8y} 01Ul [eld1eW UbI810) JO JUBWNJISUI UB JO UOI3Iasul

seb poo|q Jelale ‘Quswaoe|d agny dlseboseu ‘UIYs 8y} JO uoIsIoUl JO aJnjound BA|OAUI ey} sainpadoud
‘Juswade|d Jolayjed Aseuln ‘Quswade|d aull ShouaAeul }SOW sapn|oul SIY] S [ewiuiw uey} alow o0} sjualjed
‘(le1ped) Juswaoe|d aul| [elsle [edaydiiad ‘ainjoundiusp — 9s0dxa 1ey] sainpadoud aAISeAul JBYlo pue aAljesado ||y —

papnjoxe a.Je jey) sainpadoid ale sejdwexs buimojjo) ay |

iSUOISN[oXJ [eJauay) ISUOISN|OU| [eJ9U3K)

"UOI]ESISAUOD 1NO Wi} pue
(e|qeoijdde j1) Bupjsew a)is ‘uoljeslyiian ainpadoad-aid 8y} sapnjoul (dn) |020104d [esiaAlun

(uoneso wooy HuneiadQ-uop) reurs
uoREPSS INOYIM 10 YIM VoW
ISIPIo9Y) A)ojes jeinpadsoid

O O O



