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AUTHORIZATION AND INFORMED CONSENT
FOR SURGERY/SPECIAL PROCEDURES

10U 1HE PATIEN1: Please Kead Caretully

I authorize the performance upon

(myself or name of patient and relationship)

the following special procedure and/or operations:

to be performed by Doctor and/ or his associates and such other assistants as may be required by him/her,
and the performance of additional procedures or operations as are considered necessary on the basis of the findings during the
course of such designated treatment or operation. Alternate forms or treatment and the advantages and possible complications
and risks of this procedure have been explained to me by the physician listed above or by Doctor

I am aware that the practice of medicine and surgery is not an exact science and I acknowledge that no guarantees have been
made to me as to the result of treatments or examination.

If appropriate, local anesthesia has been explained by my surgeon.

I consent to the examination and/or disposal of the tissues or parts which may be removed from my body and hereby authorize
to retain, preserve, photograph, and use for scientific or teaching purposes any specimens or tissues that may be taken from my
body.

Did you read this form? O Yes O No, Did you understand this form? O Yes O No, Do you have any questions? O Yes 00 No

I certify that I have read, understand, and have discussed this Authorization and Informed Consent for Surgery /Special
Procedures with my surgeon and/ or his associates and all of my questions regarding the proposed operation/special procedure
have been answered.

(Patient, Nearest Relative, Legal Guardian) (Witness)

Date:
patient

Time: am./p.m. Relationship if not signed by

This is to certify that I have explained to
the alternatives, and the possible complications and risks.
ask additional questions.

the proposed surgery and/ or special procedure,
was offered the opportunity to
appeared to understand the proposed procedure and alternatives.

Date Signature of Physician

This form cannot be signed by patient because:
U Patient is a minor U Patient is unable to sign due to:
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