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UNION HOSPITAL Consent for Surgery
Please Use ID Label or[SURNAME LNQUE RECORD NO. Please Use ID Label or[SURNAME U%QUE RECORD NO.

Block Print 4 Block Print n
GIVEN NAME I CHINESE NAME GIVEN NAME f CHI,ESE NAME
SEX ‘AGE ‘ DOB ‘WARD AGMITTED DATE AND TIME E E SEX ‘AGE ‘DOB ‘WA_RD AQINITTED DATE AND TIME
ATTN. DOCTOR E ATTN. DOCTOR

ul
CONSULT. DOCTOR CONSULT. DOCTOR
DA+ LR e g Bt R
| Identity Document No.: hereby consent to the
(5 * % & Name of Patient) (*4 # £ i>% HKID Card/ # # Other: )

B
Procedure of

(= i &4 Name of Procedure)

(< i ¢ # Name of Procedure)
d FiwiEo LR
to be performed by Dr. under

0 2 £ frps General Anaesthesia

] % #%pA% Local Anaesthesia
0 %% Frps Regional Anaesthesia (I

O

O

Je ﬁ% = 3% No Anaesthesia
¥

L1 £ pl-A% Monitored Anaesthetic Care it 2. % £ Possible combination of the above

L1 ##%3 544545 %) Intravenous Sedation H # Others:
B A& ¢ LM 25 R
| Identity Document No.: am Patient
(% ¥ * 4 ¢ Name of Signatory) (*% # £ i>% HKID Card/ # # Other: )

RO A | RHEA s A 1)“%\»3/'}%’\ i =
's *father / mother / guardian, hereby consent for the Patient to the Procedure of

(% * %= & Name of Patient)

(= # ¢ 4 Name of Procedure)

(+ jis & # Name of Procedure)

d FrwiE TR
to be performed by Dr. under
O » ¥ % General Anaesthesia O B 3R ,unkﬁis“é Local Anaesthesia
[l % 32 fr i+ Regional Anaesthesia & FFES = 7% No Anaesthesia
O % PR % Monitored Anaesthetic Care L1 v+ + & 2 2 & Possible combination of the above @)
[ ##%;1 44424 ) Intravenous Sedation L] # & Others: %
(92}
@) AAFEm BEFAEALET 0 © 0 24 M LR RS X £ 4ENT A <
I acknowledge that, before signing this consent form, I have been informed about the proposed Procedure and Anaesthesia, :
including the following: =
o sk e w
@@ FREFIFI L RTF S B @RS EE AREDF PSS =
Indication for performing the Procedure, alternative treatment options including conservative treatment. .(_5;
(b) 3T <R frps 2 <
General nature of the Procedure and Anaesthesia.
(C) {;gizﬁfiﬂﬁ;‘s 3|i;<51f5g§:&;&uﬁ, ;;; ﬂ',_\,,;r[éjib\a#: ~H v}é%\,gs%r;}%\ﬂ& \g»yq*;:
B R RIVRMRAL o BREAF B HHERAN G RETTE IR A PR A R
B ﬁﬁ i‘a 4
Potential risks of complications and side effects relevant to the Procedure and Anaesthesia, such as bleeding, wound
infection, chest infection, other infection, heart attack, stroke, blood clot in veins, blood clot travelling to the lungs,
severe local anaesthetic toxicity, drug allergy and death. The quoted complications or risk are not exhaustive, the risk
may also be increased by Patient's conditions and the presence of chronic diseases.
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GIVEN NAME CHINESE NAME GIVEN NAME { CHI,ESE NAME
SEX ‘AGE ‘DOB ‘WARD AGMITTED DATE AND TIME E E SEX ‘AGE ‘DOB ‘WA_RD ADMITTED DATE AND TIME
ATTN. DOCTOR E ATTN. DOCTOR
ul

CONSULT. DOCTOR CONSULT. DOCTOR
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(d) BEIFFebiefid A X870 G & DIEHiofk ~ T2 Frfs 0 ¢ 35
Additional treatment(s), management, medical personnel may become necessary during or after the Procedure and Anaesthesia, including:
- =¥ 5% intensive care;
- $ig » i % 2 & % = ;> whole blood or blood components transfusion;
- o JicgldE 5 H @ A53% £ 4 conversion to other procedures from minimal invasive procedure;
- §& 4 Feps = 5% conversion to other anaesthesia;
- H @ 3f * 2 ;5% other applicable treatment;
SR PR TA s T 2R H W B4 S B aE S NE Frpg,
if necessary, medical practitioners other than the responsible Doctor may assist in the Procedure and Anaesthesia.
(3) &4 m+d 2 Fzn | understand and acknowledge that:

(@ FotidFs PHEF MR, SR BTN R ETRELHR KL RE RN TRTL
tissues or organs removed during the Procedure may be submitted for pathological examination, discarded
appropriately, properly stored or used for research purposes.

(b) =L ¢ M IF TR RESFEF YR BFALELRRT EROF
photographs or video recording may be taken during the Procedure for medical documentation, teaching or research
purposes. All data will be treated confidentially.

(4) & A pEicrlt M AT LR BT REE S X RBAR2PIANGE (1L / [13)

I confirm that | have been provided with an information leaflet on the Procedure and Anaesthesia, and that | have reviewed and

that | fully understand the contents (] Yes/ [_] No).

R FRpE TR E RS et
Reference no. of the information leaflet:
(Lp H 3% = T 4 %4 Y5 State the reference no. at the left lower corner of the information leaflet)

FRA SRR AR EEA R p iy

Signature of * Patient /' Father ~Mother ~Guardian: Date:
DD/MM/YYYY

LA g% Scapa P2

Signature of Witness: Name: Date:
(37 & $# 3 Name in BLOCK LETTER) DD/MM/YYYY

FALEM DAL b EF AR ETLER R B R A RE K BEHR NG ML
NS N iﬁ%‘j’q’ CEEAASTHRE FLRLE 0 A BE TR BHAR L DRER -

DOCTOR ’S DECLARATION: | have explained the nature, risks and benefits of the Procedure and Anaesthesia to the
above signatory and have answered the above signatory’s questions. To the best of my knowledge, the above signatory has

AT1aDING 10} JUasU0)

been adequately informed and has consented, and the details as such have been documented in the Patient’s clinical record.
PR FLads hin ot p
Signature and code of doctor . .
responsible for the procedure: | | | | |Name' Date:
(#* & 7% % Name in BLOCK LETTER) DD/MM/YYYY
PR ERGET):
To be completed by Interpreter (if applicable) :
ZES S L I o
| certify that I have truly, distinctly and audibly interpreted the
S »EEF
contents of this document into to the Signatory.
(3% 7 & = 7 insert language or dialect)
WA R P
Signature of Interpreter: Date:
DD/MMIYYYY
*FENGE Y cho Circle if appropriate |:| Fasga gy TV, 8 v, ifappropriate
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