Mount Sinai Health System

New York
Mount CONSENT TO SURGERY/
Sinai PROCEDURE/TREATMENT
AND ANESTHESIA
1. | hereby authorize and and those associates
Attending Physician/Privileged Provider Co-Surgeon/Privileged Provider
or assistants designated to perform upon the following treatments, surgeries, procedures

Name of Patient or “Me”
(referred to as "Procedure") to include:

A team of medical professionals will work together to perform my Procedure. My Attending Physician/Privileged Provider, or other Designated Privileged
Provider, will be present for all critical parts of the Procedure. | understand that other medical professionals may perform some parts of the Procedure as
my doctor or the Designated Privileged Provider deems appropriate.

2. The Attending Physician/Privileged Provider above (or their designee, if n/a leave blank: ) has fully explained
to me, in my preferred language what will happen during and after my care, including any additional Procedures, and/or medications | will receive, including
during my recovery. They have also discussed the potential risks, benefits, and alternatives of this care. | further understand that images or sound
recordings may be taken or organs, tissues, implants, or body fluids may be removed, examined, and retained for the purposes of medical care and safety
improvements. If these are disposed of, it will be done according to our usual practices. | also agree to allow the presence of necessary technical or vendor
support persons into the Procedure room for the purposes of my medical care. | have been informed of the likelihood of achieving the proposed goals and
the reasonable alternatives to the proposed plan of care including not receiving the proposed treatments. | have been given an opportunity to ask
questions, and all my questions have been answered to my satisfaction.

3. lunderstand that during the course of the above proposed Procedure something unexpected may come up and | may need a different Procedure. | consent
to the additional Procedure which the above-named physician or their Associates/Assistants/Designated Privileged Providers may consider necessary.

4. |understand that my medical professional may provide me with medications to keep me comfortable and safe such as anesthetics/sedatives/analgesics.
I understand that my medical professional has or will speak to me about the risks, benefits, and alternatives to these medicines before my treatment.

5. If applicable, | agree that | may need blood or blood product transfusions as part of my medical treatment. | agree that my medical professional has spoken
to me about the risks, benefits, and alternatives to receiving blood and blood products.

[ | decline the above regarding blood or blood product transfusions.

6. If applicable, | agree that organs, tissues, implants, or other body fluids may be removed, examined and kept for scientific or educational purposes.
| understand that my identity will be kept private and these are handled, stored, and if disposed of will be done according to our usual practices.

[0 I decline the above regarding organs, tissue, implants, and body fluids for scientific or educational purposes.

7. If applicable, | agree to allow the recording of images and sound of this Procedure for educational purposes such as presentations and publications.
| understand that my identity will be kept private.

[0 I decline the above regarding pictures and sound recordings for educational purposes.

8. If applicable, | agree to allow authorized observers into the operating or treatment room.
[0 | decline the above regarding observers.

9. | have marked the portions of the document | do not agree to.

Patient;* Guardian
or Representative**

Print name Signature Date Time Relationship or "self"
Signature Witness D Witn_ess_ed P_atient
IF::_ teef re;: 2 fel; anguage Print name Signature Date Time ‘(i%gg;?(‘:gé'gp?;:;;;
Name or Number Print name and/or number Signature (if present) Date Time D E\?gre;:e;g'used

(check box if applicable)
D Telephone/Video Consent (Check box if applicable), Patient/Guardian/Representative**/Interpreter signature not required.

» The Attending Physician or Privileged Provider who is performing the procedure must sign the certification below.

I, the Attending Physician or Privileged Provider, hereby certify that the nature, purpose, benefits, risks of, and alternatives to the proposed Procedure have been
explained to the patient/guardian/representative** and | have offered to answer any questions and have fully answered all such questions. | believe that the
patient/guardian/representative** fully understands what | have explained and answered. In the event that | was not present when the patient signed this form, |
understand that the form is only documentation that the informed consent process took place. | remain responsible for having obtained consent from the patient.

Print name Attending Physician/Privileged Provider Signature Date Time
» If more than thirty days have passed since this consent form was signed or the consent conversation was held:

|, the Attending Physician or Privileged Provider, have reaffirmed the patient/guardian/representative’s** understanding and certify that there has
been no substantial change to the patient’s condition in the time period since the consent form was signed.

Print name Attending Physician/Privileged Provider Signature Date Time
*The signature of the patient must be obtained unless the patient is under the age of 18 or incompetent.
** Throughout this document, the term “representative” refers to a legally authorized representative.

NOTE: THIS DOCUMENT MUST BE MADE PART OF THE PATIENT’S MEDICAL RECORD.
MR-207A (Rev. 8/2023)
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Mount COr/IACUE HA OMNEPALIMIIO/
. L
Sinal NPOLEAYPY// NEYEHUE
N AHECTE3UIO
1. Hacroswwm a fato paspelueHne n a TaKXe VX accuCTeHTaM
neqaLLmii Bpay / yronHoMOYeHHbI TOMOLLHNK XVpPYPra / YrionHOMOYEHHbI
NOCTABLUMNK MEANUMHCKNX YCIyr TOCTABLUNK MEANUMHCKNX YC/1yr
W Ha3Ha4Y€HHbIM MOMOLLHNKaM NpoBeCTU YKa3aHHbIE HWKe BUbI IeYeHns, onepaumny n/vnu gpyre npoueaypbl

nMH, d)GMMﬂMFI naymeHTa nam «MHe»
(nanee — lMNpoueaypa), B 4aCTHOCTL:

Mpouenypa GyaeT NnpoBeaeHa rpynmoi NpodeccroHabHbIX MEAULMHCKUX crieumanictoB. Moii nevalupmii Bpay / ynonHOMOYeHHbI MOCTaBLLUMK MEAULIMHCKNX YCIyT WK Apyroi
Ha3HaYEHHbIV YMOTHOMOYEHHbIV MOCTABLUMK MEAMLIMHCKMX yCiyr GyAeT NpUCyTCTBOBaTb BO BpeMsi BCEX K/toUeBbIx 3Tanos MNMpoueaypbl. 9 NoHMMato, YTo Mo YyCMOTPEHUIO MOEro
Bpaya Win Ha3HauYEHHOro YNoSHOMOYEHHOTO MOCTABLUMKA MEANLIMHCKMX YCyr HEKOTOPbIe YacTu [Mpoueaypbl MOTYT BbINOMHATLCS APYTMMA MEAVLIMHCKMMI CrieLyaiucTamm.

2. YkasaHHbli BbilLe evallmii Bpay / yrosHOMOYEHHbIN MOCTABLLMK MEAULIMHCKUX YCAYT (MM Ha3HaYeHHOe UMW /TNLIO — EC HEMPUMEHWMO, NMPOMYCTUTD:
) B NOTHOM 06beMe 06BACHWN (-a) MHE Ha NPEeANOYTUTENBHOM A/ MEHS A3blke, UTO ByAeT MPOVCXOAUTL BO BPEMS U MOC/IE NTeYEHUS, B YACTHOCTU

BCE [JONO/HUTENbHbIE NPoLieAypbl /NN NekapcTBEHHbIE Npenaparbl, KoTopble 8 6yay NPUHUMAT, B T. Y. Ha CTagum Bbi3aoposieHns. OH/OHa Takke pacckasan (-a) MHe

0 MOTEHLManbHbIX PUCKaX, MPEMYLLIECTBAX W a/lbTepHATUBaX 3TOro fledeHns. Kpome Toro, s MoHMMato, 4TO MOXET OCYLLECTBAATLCH HOTOChEMKA M 3BYKO3AMMUCh, a TakxKe BO3MOXHO
yOaneHvie, U3yyeHune 1 CoxpaHeHne opraHoB, TKaHEN, UMM/IAHTAaTOB U GUONOTUYECKUX XMAKOCTEN B MEAMLIMHCKMX LIENSX U B LIENSIX NMOBbILLEHNS 6€30MacHOCTU. B cooTBETCTBYIOLLIMX
CnyYasx yTUnn3aums ykasaHHbIX MaTepuranos 6yaeT BbINOMHATLCS COMacHO YCTaHOBIEHHbIM Tpe6oBaHWAM. 51 Takoxe NpeaoCcTaBnsaio paspelleHne Ha NpYCyTCTBUE B NPoLEeaypPHOM

KabyHeTe TEXHUYECKNX CreLyanicToB Uv NepcoHana cry>o6bl MOAAEPKKI MOCTABLLYKA B LIENISIX OKa3aHUs MHe MeAULIMHCKUX yCyr. MeHs yBeAoMuImn o BePOSITHOCTU AOCTUXKEHUS!
Lienevi NpeanoXeHHOro IeYeHns 1 O MPUEMIEMbIX anbTepHAaTVBAX, BK/IOYas 0TKa3s OT /ledeHnst. MHe 6blna npefocTaBneHa BO3SMOXHOCTb 3a4aTb /to6ble BOMPOCHI, Ha KOTOpble MHe
NPeAoCTaBUIN NCYEPTbIBAIOLLIME OTBETI.

3. 9 noHumato, YTo BO BPEMs yKasaHHOM Bbille MpoLieaypbl MOryT BO3HUKHYTh HeMpeaBUAEHHbIE 06CTOATENLCTBA, TPpebytoLLmne NpoBeaeHUs Apyroi Mpoleaypbl. 9 Aato paspeLueHne
Ha NpoBeaeHne AOMNONHUTENBHOM MpoLeaypbI MO YCMOTPEHWUIO YKa3aHHOMO BbILLE BPaya WM €ro aCCUCTEHTOB / MOMOLLHUKOB / YMONHOMOYEHHbIX MOCTaBLLMKOB MEANLIMHCKUX YCTYT.

4. 9 noHMMato, YTO MO MeAMLMHCKUYA CeumanicT MOXeT NPeaocTaBUTb MHE /TeKapCTBEHHbIE NpenapaThl Ansa obecneyeHns Moero kompopTa n 6e30MacHOCTH, B YaCTHOCTM
QHECTETVIKM, CeaTVBHbIE CPEACTBA U aHaNbreTnki. 9l MOHMMAIo, YTO 0 NPOBEAEHUS MOErO fleYeHUst MO MEAULIMHCKUIA CNELManCT PaccKasas Uiu PacCKaXKeT MHE O PUCKaXx v
NperMyLLEecTBaX 3TUX NIEKAPCTBEHHbIX NPENapaToB, a Takxe 06 anbTepHaTUBaX 3TUM CPEeACTBaM.

5. 1 noHumato, 4to BO BpeM4d ie4eHUAa MHE MOXeT I'IOTpe6OBaTbCﬂ nepenreaHne KpoBu v NPOAYKTOB KPOBU. q noareepxxaato, 4To MO MeAULIMHCKUIA cneumanmct pacckasan MHe
O puUCKax 1 npenmMyLlecTBax nepennBaHna KpoBu v NPOLYKTOB KPOBW, a TaKXe 06 anbrepHaTMBax 3TMM npouenypam.

[0 4 otknoHsito BbILLIeI'IpMBe,CI,eHHbIVI MNYHKT O NepenBaHn KPOBW NN NMPOAYKTOB KPOBU.

6. $ npenocTaBnsio paspeLeHne Ha yaaneHve, NccrefoBaHne U CoXpaHeHne MoUX OpraHoB, TKaHEN, MMMTAHTaTOB M GUOMOrMHECKMX XMUAKOCTEN B Hay4HbIX MM 06pa3oBaTesibHbIX
LIeNsiX B COOTBETCTBYIOLLMX CTyHasiX.
A noHnmato, uto Byaet obecneveHa Mo KOHOUAEHLMANbHOCTL U 06PaboTKa, XPaHEHWE W YTUIN3aLMSA YKa3aHHbIX Bbille MaTepranoB OyayT BbINOMHATLCS B COOTBETCTBUM
C YCTaHOB/MEHHbIMM TPE6OBAHVSIMU.

O 1 oTKNOHSIO BbILLENPUBEAEHHDBIN MYHKT 06 UCMO/B30BaHUN MOWX OPTraHOB, TKAHEW, UIMMaHTATOB 1 APYTHX GUOMOTMYECKUX XXWUOKOCTE B HAYYHBIX U 06Pa30BaTENbHBIX LIENSX.

7. 9 pato cornacue Ha BefieHve pOToCbEMKM 1 3ByKo3anmcy Mpouedypbl B 06pa3oBaTe/ibHbIX LIENSX B COOTBETCTBYIOLLMX CyYasX, B YACTHOCTU ANS NPEe3eHTauumi 1 nyGankaumi.
9 noHmmato, uto Byaet obecneveHa Most KOHOMAEHUMANbHOCTb.

[0 4 oTk/IOHSI1O BbILLENPUBEAEHHBIN MYHKT O GOTOCHEMKE M 3BYKO3anwcu MNpouenypbl B 06pa3oBaTeibHbIX LENsX.

8. ¢ npepocTtaBnsio paspeLLeHre Ha NPUCYTCTBME YNOHOMOYEHHbBIX HabMoAaTeNel B onepaLvioHHO AN NpoLeaypHOM KabMHETE B COOTBETCTBYIOLLIMX CrlyHasnX.
[0 9 otk/IoHsII0 BbILLENPUBEAEHHbIN NYHKT 0 HabmtofaTensx.

9. MHOI0 OTMEYEHbI MyHKTbI JOKYMEHTA, C KOTOPbIMM 51 HE COTIaceH/He CornacHa.

MaumneHT; onekyH unu

npeacraButens**
Vims n pammnns neqatHbivm 6yksamm lNoarmce Aara Bpems Kem ripuxoautcss naumeHTy nm
cam nauymeHtT
Moanuck cBupetens CsupaeTtenb noanmcaHns
VIMS 1 pamMusIns neyaTHbIMK GyKBaMM Moammce Mara Bpemsi AOKYMEHTa NaLeHTOM
Nms, bammnnns unn (OTMeTUTB, €C/M MPUMEHIUMO)
HOMep nepeBoAYMKa Ha
npeanoYTUTENbHBIN A3bIK D MaumeHT oTkasancs ot
Wmsi u pammnns neqarHsivmn 6yKBamm v/ Homep lMoarnmce (ecam nmeercs) Jara Bpems yCNyr nepeBoayvka

(OTMETUTB, €C/I MPUMEHIUMO)
Cornacue, nony4eHHoe NocpPeAcTBOM TenepOHHOro N/ BUAEO3BOHKA (OTMETUTb, €C/TM MPUMEHUMO), NOANKUCH NaLMeHTa/onekyHa/npeacrasurens */
nepeBoa4MKa He TpebyeTtcs.

» The Attending Physician or Privileged Provider who is performing the procedure must sign the certification below.

I, the Attending Physician or Privileged Provider, hereby certify that the nature, purpose, benefits, risks of, and alternatives to the proposed Procedure have been
explained to the patient/guardian/representative** and | have offered to answer any questions and have fully answered all such questions. | believe that the
patient/guardian/representative** fully understands what | have explained and answered. In the event that | was not present when the patient signed this form, |
understand that the form is only documentation that the informed consent process took place. | remain responsible for having obtained consent from the patient.

Print name Attending Physician/Privileged Provider Signature Date Time
» If more than thirty days have passed since this consent form was signed or the consent conversation was held:

|, the Attending Physician or Privileged Provider, have reaffirmed the patient/guardian/representative’s** understanding and certify that there has
been no substantial change to the patient’s condition in the time period since the consent form was signed.

Print name Attending Physician/Privileged Provider Signature Date Time
*MauneHT JoMKeH NoAnucaTh 3TOT AOKYMeHT. Moanmch nauneHTa He TpebyeTcs, eC/iM OH He AOCTUr 18-neTHero Bo3pacTa Uin ABAAETCH HeAeeCnoCOGHbIM.
** B KOHTEKCTe 3Toro AOKYMEeHTa TePMUH «NpeacTtaBuTe/lb» O3Ha4aeT 3aKOHHOro npeacrtaBuTend.
NOTE: THIS DOCUMENT MUST BE MADE PART OF THE PATIENT’S MEDICAL RECORD.
MR-207A (Rev. 8/2023) RUS



