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ch Please Use ID Label or Block Print Please Use ID Label or Block Print
l ]NION I I OSPITAL SURNAME UNIT RECORD NO. SURNAME UNIT RECORD NO.

& & m -ﬁ’ ﬁ F';] g a__ GIVEN NAME W T CHII\W\NAME GIVEN NAME ﬁ @CHIW NAME

(L AJ/IVS/N A) EX ‘AGE ‘WW Anmyn DATE AND TIME | SEX ‘AGE ‘v\%n @rmyp DATE AND TIME
Consent for Endoscopic ATTN. DOCTOR: - ATIN.DOCTOR:
Procedure (LA/IVS/NA) CONSULT. DOCTOR: CONSULT. DOCTOR:
(DA A A * G Ay v SR 4G | 3K BB 3R A5 fLE &
I *H.K.I.D.No. / Passport No. hereby voluntarily

(5 At 4 Name of Patient)

(] &3 F + =4 W4 £ Oesophago-Gastro-duodenoscopy

O &B A8 E Colonoscopy
B2 (1 T & A8k & Sigmoidoscopy
give my consent to undergo the procedure of: [] & & M #4554 & Flexible Bronchoscopy
] B%E:'Lé,%)f“iéi Cystoscopy
] &4 Others:

(¥ #5 % # Name of Procedure)

] B A RAT 0 R
to be performed by Dr. under

*Jo B0 Jik. B | FERRESTEARF R/ BRMEE T X -

*]ocal anaesthesia / intravenous sedation / no anaesthesia.

# OR
(DB AA Y s [ BRI By A
I *H.K.I.D.No. / Passport No. am patient

2)

(% & A%t # Name of Signatory)

8 R BR O BERA AERKRERRAREER

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

(% At % Name of Patient)

(] &3 8 + =4 W45 £ Oesophago-Gastro-duodenoscopy
O & B A8 E Colonoscopy
O] THR& % N ALEER & Sigmoidoscopy
undergo the procedure of: [] & % W44 & Flexible Bronchoscopy
O BEpkégin & Cystoscopy
] 4 Others:

(F #5 % # Name of Procedure)

] B A RAT 0 AR
to be performed by Dr. under

*Je B0 Jik. B | FEARESTEARF R/ BREE T X -

*]ocal anaesthesia / intravenous sedation / no anaesthesia.

AAFER > £ F LR EER A ML T BRI AR a4
I acknowledge that, before sigmng th1s consent form, I have been fully informed about the proposed
Procedure, including the following:
(a) FRETRAFH/ BRAETFZR
Indication for performing the Procedure.
(b) ABEFH/ BhEFZMHE
General nature of the Procedure.

(c) AIBFH/ BT RIHAE LA M B LR R FE

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

(d) EAbIGR T ik B R e 2 IGRPT T REER

Other treatment options, and consequences of no treatment.

(e) A B FFAKIE 4T 4R 55 B 2 B[ B pF AR

The possible risks / complications associated with intravenous sedation.

() THE ZALR B 2B B4 » 4o By SRR BEE 2 S 2 F

Application of local anaesthetic drug may be used, e.g. Local anaesthesia spray or ointment.

(VN/SAT/V'T) 2A0padoig o1doISopur] 10J JUISuo,)
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UNION HOSPITAL SURNAME UNIT RECORD NO. SURNAME UNIT RECORD NO.

& & m -ﬁ’ ﬁ F';] g a__ GIVEN NAME W T CHII\W\NAME GIVEN NAME ﬁ @CHIW NAME

(L A /IVS /N A) EX ‘AGE ‘WW :DMyD DATE AND TIME | SEX ‘AGE ‘VWD éﬁm\yn DATE AND TIME

Consent for Endoscopic ATTN. DOCTOR: » ooeron. S
Procedure (LA/IVS/NA) CONSULT. DOCTOR: CONSULT. DOCTOR:
3. AABA

I understand that
(@ WwHEL BRELBEANS THRESHEHWBEASATBATN/ BELSF

by necessity, medical practitioners other than the Doctor may assist in performing the Procedure;

(b) ZLEFHIMA FME T RAKMIG > SLETRAKRTRKEE » A RELR  AARKEE
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;

(c) ATRFHT/ é}?‘ BRTREHBE B AR ER L wBARE  RAISWHFR GHL
BT
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

(d) BATRAFH/ BREF > ERAERAFTARAERATHE -

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

4. ABATRBATFHARE > o B AR BAEE—F O FH 0 RBRITA —RAFH 0 AATEERAT -
I also consent to further or alternative operatlve measures as may be found to be necessary or advisable during
the course of such operation.

5. AAMERWEHMARAFM/BREZFHOERERME) TCHMFAZEAGENE QA /OF) -
I confirm that I have been provided with an 1nf0rmat10n leaflet on the Procedure (copy attached), and that I have
reviewed the same, and that I fully understand the contents (] Yes / [] No).

TRA X BEARE B #A

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

REAZZE g4 B #1

Signature of Witness: Name: Date:
(3% A EA%3 F Name in BLOCK LETTER) DD/MM/YYYY

B A $A6ﬁiié%%%%m%%m/%ﬁﬁ%ﬁ%‘ﬂ%&ﬁﬂ’16%UMkm%%%m%
BAANPER  LAZEXACEFATWEHRCEZRAEE > ML AR CRHKAeRANBEN
DOCTOR’S DECLARATION: I have explalned 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.

(VN/SAT/V'T) 2A0padoig o1doISopur] 10J JUaSuo,)

ARFMXBARE B #
Signature of Doctor responsible for the procedure: Date:
DD/MM/YYYY
HEFRARAECwER)
To be completed by Interpreter (if applicable) :
AN Eh BB F b
I certify that I have truly, distinctly and audibly interpreted the
A B & F 8 N R ENE R DR e
contents of this document into to the Signatory.
(¥ % & % insert language or dialect)
HEARL B #A
Signature of Interpreter: Date:
DD/MM/YYYY
* 35 R 3 A 4) F Delete if inappropriate. [ sewgr#Hmyr TV, 3% v, ifappropriate
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