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Jefferson County Health Center
CONSENT FOR OPERATION OR OTHER PROCEDURE

1. I authorize, Dr. _______________________, to perform the procedure described below upon myself/the patient, as named above. 
Procedure in medical terms: (No abbreviations and include laterality as applicable):
__________________________________________________________________________________________________________________________________________________________________________
Procedure explanation in lay terms: __________________________________________________________________________________________________________________________________________________________________________
2. My doctor wants me to be aware of the basic risks or complications of this procedure which are rare, but possible: death, stroke, and heart attack, blood clot to the lung, nerve damage, and internal organ damage.  Possible: nausea/vomiting, surgical pain, infection or pneumonia, bleeding, or bowel perforation, allergic reaction to medicine or surgical materials, early anesthesia awareness.

I have been informed that additional risks specific to this surgery include: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2a. In the event developments indicate that further operations/procedures may be necessary, I authorize the physicians to use their best judgment and do whatever they deem advisable during the operation/procedure for my best interests, including transfusion of blood and blood products 3. In the event developments indicate that further operations/procedures may be necessary, I authorize the physician to use their own judgement and do as they deem advisable during the operation/procedure for my/the patient’s best interests. 
3. In the event developments indicate that further operations/procedures may be necessary, I authorize the physician to use their own judgement and do as they deem advisable during the operation/procedure for my/the patient’s best interests. 
4. I agree to the administration of anesthesia/sedation ad deemed necessary for my procedure. 
5. Should I/the patient have an Advanced Directive/Do Not Resuscitate (DNR) order, I understand that it may be temporarily suspended during this procedure.



6. I agree that my doctor has informed me that a blood transfusion may be needed.
 Some of the reasons I might need a blood transfusion are: 1) Major loss of blood from an injury of high blood pressure, 2) Not getting enough oxygen to the tissues 3) To treat a bleeding problem 4) Decreased blood cell production due to medications, chemo, or other illness.
The risk of getting a blood transfusion are: 1) Harm to lungs or kidneys, 2) Getting too much fluid in the body, 3) Very low blood pressure, 4) Reaction to the transfusion, such as rash, fever, or chill. 
6a. Please check mark desired outcome.
 ______ I consent to a to blood transfusion(s) during the course of the operation/procedure.
______ I do not consent to blood transfusion(s) during the course of the operation/procedure.
7. I acknowledge that no guarantees or assurance has been given by anyone as to the results that may be obtained.
8. For the purpose of advancing medical education, I consent to the admittance of observers to the operating room.
9. For the purpose of diagnostic documentation, I consent to the use of photography/ videotaping in the course of the operation/procedure for my medical record with the understanding these will not be released without my approval. 
10. I consent to the disposal by hospital authorities of any tissues or body parts which may be removed. 
11. I declare my provider has explained to me/the patient or representative the nature of my/the patient’s condition, the procedure, the benefits, the risks and alternatives. I have been given the opportunity to ask questions about my procedure and condition. I believe I have received sufficient information from Dr. Gregory Ivins to give this informed consent.
 
Patient/Guardian signature:  __________________________ Relationship: _______________________
Witness Signature: __________________________________ Relationship: ________________________
Date:_________________________
Time:_________________________
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