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INFORMED CONSENT FOR ANESTHESIA/SEDATION ANALGESIA
Procedure:_______________________________________________________Date:______________
I consent to the administration of anesthesia to be applied by or under the direction and supervision of ________________________, CRNA.  It has been explained to me that all forms of anesthesia involve some risks and no guarantees or promises can be made concerning the results of my procedure and treatment.  Although rare, unexpected severe complications with anesthesia can occur and include the remote possibility of infection, bleeding, drug reactions, blood clots, loss of sensation, loss of limb function, paralysis, stroke, brain damage, heart attack, coma, or even death.   I understand that these risks apply to all forms of anesthesia and that additional or specific risks have been identified below as they may apply to a specific type of anesthesia.  I understand that the type(s) of anesthesia service checked below will be used for my procedure and that the anesthetic technique to be used is determined by many factors including my physical condition, the type of procedure my doctor is to do, his or her preference, as well as my own desire.  It has been explained to me that sometimes anesthesia technique which involves the use of local anesthetics, with or without sedation, may not succeed completely and therefore another technique may have to be used including general anesthesia.
	   General Anesthesia
	Expected Result
	Total unconscious state, possible placement of a tube into the windpipe.

	
	Technique
	Drug injected into the bloodstream, breathed into the lungs, or by other routes.

	
	Risks
	Mouth or throat pain, hoarseness, injury to mouth, vocal cords, temporomandibular (jaw) joints or teeth, awareness under anesthesia, injury to blood vessels, aspiration, nausea, vomiting or pneumonia.

	  Spinal or Epidural Analgesia/
Anesthesia
	Expected Result
	Temporary decreased or loss of feeling and/or movement to lower part of body.

	
	Technique

	Drug injected through a needle/catheter placed either directly into the spinal canal or immediately outside the spinal canal.

	
	Risks
	Headache, backache, buzzing in the ears, seizures, infection, bleeding, permanent spinal cord damage, persistent weakness, numbness, residual pain, injury to blood vessels, “total spinal.”

	 Major or Minor Nerve Block
	Expected Result
	Temporary loss of feeling and/or movement of a specific limb or area.

	
	Technique
	Drug injected near nerves providing loss of sensation to the area of the operation.

	
	Risks
	Infection, seizures, weakness, persistent numbness, residual pain, injury to blood vessels, failure to numb surgical site, permanent nerve damage and blindness (for retrobulbar blocks used in eye surgery).

	  Intravenous Regional Anesthesia
	Expected Result
	Temporary loss of feeling and/or movement of a limb.

	
	Technique
	Drug injected into bloodstream, breathed into the lungs, or by other routes.

	
	Risks
	Infections, seizures, weakness, persistent numbness, residual pain, injury to blood vessels, permanent nerve damage.

	 Monitored Anesthesia Care
	Expected Result
	Reduced anxiety and pain, partial or total amnesia.

	
	Technique

	Drug injected into the bloodstream, breathed into the lungs, or by other routes producing a semi-conscious state.

	
	Risks
	An unconscious state, depressed breathing, injury to blood vessels.

	 Deep Intravenous Sedation or IV General
	Expected Result
	Reduced anxiety, awareness, and pain with ability to adjust sedation level as needed.

	
	Technique
	Drug injected into blood stream, producing loss of consciousness

	
	Risks
	Awareness under anesthesia, aspiration, pneumonia, injury to blood vessels.



Additional risks associated with anesthesia and my condition:												
Assistants:
I understand that some aspects or significant tasks involved in the administration of the anesthesia, sedation procedures and any other anesthetic necessary during the course of my procedure, may be performed by someone other than the primary provider identified in this consent.  I further understand that due to unforeseen circumstances, persons other than those listed below may be present or the identities and tasks of the persons may change and, if so, such will be documented in the anesthesia note.

PATIENT CONSENT:
I have had sufficient opportunity to discuss my condition and treatment with my physicians and/or their associates, and all of my questions have been answered to my satisfaction.  I believe that I have been given sufficient information and adequate knowledge upon which to base an informed decision about undergoing the proposed anesthesia.  I have read and fully understand this form and I voluntarily authorize and consent to this anesthesia.

I am aware that the practice of medicine is not an exact science, and I acknowledge that no guarantees have been made to me concerning the results of the anesthesia. 

Do Not Sign Unless You Have Read and Thoroughly Understand This Form.

__________________________________________________  Date:______________  Time:__________
                 Signature of Patient or Legal Representative


__________________________________________________  Date:______________  Time:__________
                 Signature of Witness to Consent

Anesthesia Declaration:

I have explained the contents of this document to the patient and have answered all the patient’s questions, and to the best of my knowledge, I feel the patient has been adequately informed and has consented to this proposed treatment.

_________________________________________________  Date:_______________  Time:____________
              Signature

Use of Interpreter (if applicable)

Using the patient’s primary language,____________________, the interpreter acknowledges the patient’s understanding and agreement with the above.

_________________________________________________  Date:_______________Time:_____________
                        Signature of Interpreter
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