
Consent Form

Consent for Treatment:

I, _____________________________________, hereby authorize and consent to the performance of 

the following surgical procedure by the healthcare provider:

Patient Information

Name:

Date of Birth:

Age:

Gender:

Address:

Phone Number:

Email Address:

Emergency Contact:

Relationship to Emergency Contact:

Surgery Details

Procedure:

Reason for Surgery:

Expected Date of Surgery:

Location of Surgery:

Surgeon:

Explanation of Treatment

Risks and Benefits



**********The patient has the right to revoke consent at any time, subject to legal limitations.**********

Alternative Treatments

Consent for Anesthesia

Consent for Blood and Blood Products

Photographic and Video Consent

Financial Responsibility

Confidentiality

Right to Refuse or Withdraw Consent

Patient's Signature

Date:

Attending Physician

Name:

Date:


	Name: Lucy Lopez
	Date of Birth: January 15, 1984
	Age: 29
	Gender: Female
	Address: 123 Main Street, Cityville, State, ZIP
	Phone Number: (555) 123-4567
	Email Address: lucy.lopez@email.com
	Emergency Contact: Maria Lopez
	Relationship to Emergency Contact: Sister
	hereby authorize and consent to the performance of: Lucy Lopez
	Procedure: Laparoscopic Cholecystectomy (Gallbladder Removal)
	Reason for Surgery: Gallstones causing recurrent pain and inflammation.
	Expected Date of Surgery: January 10, 2024
	Location of Surgery: City General Hospital
	Surgeon: Dr. Michael Smith
	Explanation of TreatmentRow1: Dr. Michael Smith has explained to me the nature of the Laparoscopic Cholecystectomy, the
reasons for performing the surgery, and the expected benefits. I understand that this procedure
involves the removal of my gallbladder and is necessary to alleviate the symptoms caused by
gallstones.
	Risks and BenefitsRow1: I am aware of the potential risks associated with the surgery, including but not limited to infection,
bleeding, and adverse reactions to anesthesia. I understand that the benefits include the
resolution of my current health issues and improved quality of life.
	Alternative TreatmentsRow1: Dr. Smith has discussed alternative treatments, such as dietary changes and medication
management. However, considering the severity of my condition, we have mutually agreed that
surgery is the most appropriate course of action.
	Consent for AnesthesiaRow1: I consent to the administration of general anesthesia during the surgery. I understand that there
are risks associated with anesthesia, and I trust the healthcare team to take all necessary
precautions.
	Consent for Blood and Blood ProductsRow1: I consent to the use of blood and blood products if necessary during the surgery. I understand the
potential risks associated with transfusion and trust that the healthcare team will act in my best
interest.
	Photographic and Video ConsentRow1: I grant permission for the healthcare provider to take photographs or videos related to my surgical
procedure for medical records and educational purposes. I understand that my identity will be
protected
	Financial ResponsibilityRow1: I acknowledge my responsibility for all charges associated with the surgical procedure and agree
to comply with the payment policies of City General Hospital.
	ConfidentialityRow1: I understand that my medical information will be kept confidential and authorize the release of
relevant information to my insurance company for claims processing.
	Right to Refuse or Withdraw ConsentRow1: The option to decline or revoke my approval for medical treatment is within my rights. I
acknowledge that such a choice may result in consequences, and I should address any
uncertainties or inquiries with my healthcare provider.
	Date: January 5, 2024
	Name_2: Dr. Michael Smith
	Date_2: January 5, 2024


