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UNION HOSPIT AL SURNAME %U.\‘ITRECORD NO. o Esma,\',ms ; UNTE RECORD NO.

P - GIVEN NAME ~LCHINESENAME GIVEN NAME c RESE NAME
LSy -

W A1 ~ i

. e SEX  [AGE  |W. ADMIIFED DATEANDTIME [SEX [aGE  |v ﬁ DATITED DATE AND TDME |
MANBREFEEE R .1 \

Consent for Surgical / ATEN. DOCTOR: ATIN. DOCTOR:
Invasive P]‘ocedure CONSULT. DOCTOR: CONSULT. BOCTOR:
(DA AA IR RS /3 RIS ZLE &
I *H.K.I.D.No. / Passport No. hereby voluntarily
(7 A48 Name of Patient)
#
give my consent to undergo the procedure of s
(F #.£ 4% Name of Procedure)
Gz BAwT B4R *DHEE /
to be performed by Dr, under *general anaesthesia /
& KPR EE [ RARREE O BAIRGLASEE B R ALY | BREE X -

regional anaesthesia / local anaesthesia / intravenous sedation / monitored anaesthetic care / no anaesthesia.

#% OR

(B AA BRI /RS B A
I *H.K.LD.No. / Passport No, am patient

(% # A4t £ Name of Signatory)
oy *BRBR  BEA ERRABARELES
's *father / mother / guardian, hereby voluntarily give my consent for the Patient to

H
undergo the procedure of to be performed by
(F# 4 #& Name of Procedurs)

BAWST B4R 2 FHEr B IR A [ AEpEEe

Dr. under *general anaesthesia / regional anaesthesia / local anaesthesia /

FEARGESHARS R/ BRI [ BRRERIT A -

intravenous sedation / monitored anaesthetic care / no anaesthesia.

(2) AAW > ARFIEAZEN  CHEBH TR/ BReRFZ TN
I acknowledge that, before signing this consent form, I have been fully mformed about the proposed
Procedure, including the following:

(@) FRETAHAFH/ EBHRBEFZER

Indication for performing the Procedure.

(by REF#H/ BhEF2LNY
General nature of the Procedure.

(c) AAFH/ BRARFTHRI R AT » QB ERRAl A SR WL B4R
SRR PR KBHREE  WAPERE S WAL
Potential general risks of complications and side effects, including but not limited to bleeding; wound

infection; chest infection; other infection; heart attack; stroke; blood clot in the leg veins; blood clot travelling
to the lungs; and death.

() AREFH/ BREFRARANAE ML BEAREHERE

Potential specific risks of complications and side effects relevant to the Procedure and the Patient's condition.

(&) EtiafkhERFIERNS SHATH RSB R
Other treatment options, and consequences of no treatment.
(0 RBFH /I BREFLETTRARBTRE OGS H /1 a4

Additional and/or consequential treatment(s) or management which may become necessary during or after the

(% AdE £ Name of Patient)

JANPII0OIJ IAISEAU] / [EIANS 0] JUISUO)

Procedure inciuding:
1R vni4 4 intensive care;
[ % . blood and blood products transfusion (€.4% 4 % #4 ¥ #& Information leaflet provided [ ] Yes L & No);
3 &y 4k £]$% 2 B BE 5 447 conversion to open procedure from minimal invasive procedure.
W VERAB R/RA A RS 265k
Please tick box if applicable, and/or insert other treatment or management, if appropriate
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AGE

PARERRARAEE T

SEX

ATTN. DOCTOR:

7 & }cm. (SENAME
il f ) ___
¥ ADMUITED DATE AND TEME
i

I understand that

(@ 2wHFE REABRENS  THRESA LB ASNAATH/ Bt fr
by necessity, medical practitioners other than the Doctor may assist in performing the Procedure;

(O) FEFHUMASBET RaBHL > SLBTREBTHREES > RAeHEEILR  KAKE
&
if tissues or organs are removed during the Procedure, they may be submitted for pathological examination
following which they will be disposed of appropriately, or they may be disposed of without such
pathological examination;

() RIAFH/ BHGRTRAGUBY RGP AEFHREIRERAL  wAAE  BAZSHERTHRA
eV
during the Procedure, photographs or other recording may be taken which may be used for medical
documentation or teaching purposes. For the latter, the Patient's identity will not be disclosed or
identifiable; and

() BTXRAFH/BRER > ERRBHEAELRAEHRALEERS -

there is no guarantee that the Patient's condition or prognosis will improve following the Procedure.

4. ERATRAFHME > LG ELHEBRAR—F 0T REWATH —AHFN  AAFR kAT -

the course of such operation,

5. BREFBFTFN  AAHUAFHETEBELEFTES -
If the procedure is for the purpose of my sterilization, I understand that there is a possibility that I may not remain
sterile after the sterilization procedure.

6. AARBUBAMRERTMHERZAOENERMA)  LLMBALLHEANR £ /0%) -
I confirm that I have been provided with an information leaflet on the Procedute (copy attached), and that I have
reviewed the same, and that I fully understand the contents ((]'Yes / 7] No).

A AEBEALE 8 #

Signature of * Patient / Parents / Guardian : Date:
DDAMAYYYY

RBAZE 4 B #

Signature of Witness: Name: Date:
(A &34 % Name in BLOCK LETTER) DDAINYYYY

VDAY RAACH LERFHBRAAT/BREEFOLY - RREARS LA R B AMYA -
BAAREH  LRAEFHORBAPOEHACELDEE  MBLEHT O lm AGEEN -
DOCTOR’S DECLARATION: I have explained the nature, risks and benefits of the operation to the above signatory
and have answered the above signatory’s questions. To the best of my knowledge, the above signatory has been
adequately informed and has consented, and the details as such had been documented in the Patient’s clinical record,

I also consent to further or alternative operative measures as may be found to be necessary or advisable during

Consent for Surgical / ATIN, DOCTOR

i CONSULT. DOCTOR: CONSULT. DOCTOR.
Invasive Procedure ; ;
3. RAA#HE

3INPad0.1J JAISEAU] / [BIT51NG 10] JUISUO))

BRFMZEAEEE 543
Signature of Doctor responsible for the procedure: Date:
DDAMAYYY
wEF HEH (o) :
To be completed by Interpreter (if applicable) :
EUN Bl H bR E Bk
I certify that I have truly, distinctly and audibly interpreted the
A 36 & F 4P B AR OEE SR
contents of this document into to the Signatory.
(5% &7 F insert fanguage or dialect)
BMFARA 8 #
Signature of Interpreter: Date:
BDMMAYYY
* MR AR 4 F Delete if inappropriate.
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