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PRINT NAME OF PATIENT

GUARDIAN / PERSCN RESPONSIBLE RELATIONSHIP
(IF APPLICABLE) (FATHER, MOTHER/WIFE ETC)

of his/her present condition, alternative treatments if available and have explained the nature, purpose, likely results and
the material risks of the following recommended procedure(s).
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| acknowledge that | have consented to the procedure/treatment as detailed above,

* | understand the explanation the doctor gave me as to the need and benefits related to procedure/treatment detailed
above;

* | understand the procedure/treatment carries some risk and complications may occur;

* | understand additional procedure(s) may be needed if the doctor finds something unexpected;

* | consent to anaesthetics, medicines or other treatments which could be related to this procedure(s)/treatments(s);
* lunderstand [ am able to withdraw this consent at any time prior to the commencement of procedure/treatment;

* | understand blood products/blood transfusions carry some risk and complications may occur, which have been
explained to me;

* | consent to* / do not consent® to blood products/blood transfusions, if needed;
(*DELETE WHERE NOT APPLICABLE)

I request and consent to the procedure/treatment described above,

PATIENT / RESPONSIBLE PERSON(S) SIGNATURE DATE
PRINT NAME OF PATIENT / PERSON RESPONSIBLE e IF PERSON RESPONSIBLE SIGNS, STATE RELATIONSHIP TG PATIENT

EG; MOTHER / FATHER / HUSBAND
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