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UNION HO SPITAL SURNAME. T %UNITRECORD NO. SURNAME

j})\a&@ﬁﬁﬁf_ﬁ]ﬁ::ﬁ SEX  |AGE %w

2 ‘?_ s / GIVEN NAME T | CHINESE NAME GIVEN NAME ' CHIRESE NAME
2FR ' I}
L Ammyn DATEANDTIME [SEX |AGE MIlH ED DATE AND TIME |
-9

{(# A2 Name of Patient)
B2

give my consent to undergo the procedure of

{F A4 # Name of Procedurs)

B BA®T HER 2 HRE /
to be performed by Dr. under *general anaesthesia /
& B AL BT [ BRRERE O RRESHEESTE] LaRl) [ RERBRT A -

regional anaesthesia / local anaesthesia / intravenous sedation / monitored anaesthetic care / no anaesthesia.
#% OR

(HB A A * G s [ 3P R 5 AE A
I *H.K.I.D.No. / Passport No. am patient

(% 744 2 Name of Signatory)
B R BE I EPA EUREABABREES

's *father / mother / guardian, hereby voluntarily give my consent for the Patient to

(5% Add & Name of Patient)

2}
undergo the procedure of to be performed by
{F R 4 # Name of Procedure)
BAEMAT  HER ‘2 HRH [ EBERE I RARE
Dr. under *general anaesthesia / regional anaesthesia / local anaesthesia /
MHGEAR [ BRI | RRBFR -

intravenous sedation / monitored anaesthetic care / no anaesthesia.

Q) AARK > EEERAE BN CRAH RFREFRAZRI > 08
I acknowledge that, before signing this consent form, I have been fully informed about the proposed
Procedure, including the following:

(a) BEREATANFAR/BITRFZHE

Indication for performing the Pracedure.

(b) AAFR/EFTRAZHR
General nature of the Procedure.

() RAFR/EFRATHEIBRGAILRIFLE » OEEFRTEA - HoRE - HE - L BRE -
SHERR PR KHRRE  BaSRE MAAT
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.

) ZAMFR/ETEAFABREBAFTAR L2 HALRER R

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

(e) ﬁ-bmrf%&*‘fﬁ‘f\.mrﬁﬁ%%éﬁ xR

Other treatinent options, and consequences of no treatment.

O RAFR/BFTEAFARTFRRARETHRERAOTIET /TR d5
Additional and/or consequential treatment(s) or management which may become necessary during or after the
Procedure including:
(] #4174 77 intensive care;

Consent for Surgical / ATTN.DOCTOR: ATTN. DOCTOR:
Invasive Procedure CONSULT POCTOR: CONSULT. DOCTOR:
(DA &A g/ 3RS G F NGB A
I *H.K.I.D.No, / Passport No, hereby voluntarily

[ % f=. blood and blood products transfusion ( &3% 4 % Information leaflet provided [_]& Yes []% No);
(] 4084 A FREF K conversion to open procedure from minimal invasive procedure,
HVERAER/RFRATER 2GR
PEease tick box if applicable, and/or insert other treatment or management, if appropriate
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UNION HOSPIT AL SURNAME ‘UNI‘FRECORDNO, SURNAME UNIT RECORD NO.

. GIVENNAME 7 \CHINESE NAME "|GIVEN NAME CHINESE NAME
BEFAR/ Ty M 9™
A . —v B I SEX AGE  |WhiD ADX DATE ANDTIME  |SEX IAGE W '[ @fm i) D DATE AND TIME
PAKEE AR & C A - -

Consent for Surgical / ATTN. DOCTOR: ATTN. DOCTOR:
. CONSULT. DOCTOR: CONSULT. DOCTOR:
Invasive Procedure
3. AABHE
I understand that

@ wAFE HREIEELS TRERLCEELASRAFR /BT
by necessity, medical practitioners other than the Doctor may assist in performing the Procedure;

b)) FEFAMOGEFABTRARBIR  REFTAARTREEFE > KM HIHB > RERF
£
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
pathotogical examination;

() RAFA/EFRATHEESMBRARGOEEURMERAR  PEEH  BALEZINRLHL
FRiRH A
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

() BARMER/ETHAF > HFRIERAFAARGHALUE -
there is no guarantee that the Patient's condition or prognosis will improve following the Procedure.

4. ETRPFAYE B AAHEEE—-FHFR > RIDEFH —AF R 0 AAFEFUAT -

the course of such operation,

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

6. AAANKBIAXRABFNEFRAGTHE ) FLRAELAGHAAFR(OR/OB) -
I confirm that I have been provided with an information leaflet on the Procedure (copy attached), and that I have
reviewed the same, and that I fully understand the contents (] Yes / [] No).

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

PEAN/ BB AEE B &

Signature of * Patient / Parents / Guardian : Date:
DD/MM/YYYY

RIEAZFE WA B #

Signature of Witness: Name: Date:
(3% Al Z454 2 Name in BLOCK LETTER) DDMMYYYY

EBAEFH AANCH LEEFHBRERARFR/ETRFGMA - NRAMS  HOBEARUGH XHA -
WTAAMER > LREFZFCRBATNTHRACELREN  mBALFHNRCLRAEBANBLA -
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.

ANPII0I JAISEAU] / [E151NS 10J JUISUO))

RRFAXBELEEE 2 #
Signature of Doctor responsible for the procedure: Date:
DDAMYYYY
B RR G (o ER)
To be completed by Interpreter (if applicable) :
E N B LB # b
I certify that I have truly, distinctly and audibly interpreted the
1§06 E) & B4R B EEA W EEHIEF -
contents of this document into to the Signatory.
(i& % &4 ¥ insent language or diafect)
EFREL B
Signature of Interpreter; Date:
DDAMYYYY
* B P 7R 18 A €) T Delete if inappropriate.
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