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l ]NION I I OSPITAL SURNAME UNIT RECORD NO. SURNAME UNIT RECORD NO.

& '% _?_ ﬁ / ﬁ }%-‘ '.‘_;] g g_ GIVEN NAME % ﬁ CHII\W\NAME GIVEN NAME % ZCHIW NAME
(L A /IVS /N A) SEX AGE w\ L ;\Dmyn DATEAND TIME |SEX  |AGE \WB rDhyD DATE AND TIME

N

Consent for Surgery / ATTN. DOCTOR: ATTN. DOCTOR:
Procedure (LA/IVS/NA) CONSULT DOCTOR: CONSULT. DOCTOR:
(DA AA TH RIS K BRI FE 4L &
I *H.K.I.D.No. / Passport No. hereby voluntarily

(% A%t % Name of Patient)

wR

give my consent to undergo the procedure of

(5 #7 4 #% Name of Procedure)

mE
Local Anaesthesia
E BAMAT > 4R ] FARE S A
to be performed by Dr. under Intravenous Sedation
L & a7 X
no anaesthesia
% OR
(DB RAA I B IS [ K RIS B A
I *H.K.I.D.No. / Passport No. am patient

(%% A%t % Name of Signatory)

& M BR ) BERA EWRRERAREER

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

(% A%t % Name of Patient)

undergo the procedure of

(F#5 % #% Name of Procedure)

(12 3 i B
Local Anaesthesia
S BT > A [ AFIRE A A
to be performed by Dr. under Intravenous Sedation
L & a7 X

no anaesthesia

(2) AARER > AFFWRAETER > CHEAAML T/ BREFZEH &3
I acknowledge that, before signing this consent form, I have been fully informed about the proposed
Procedure, including the following:

(a) FRETRAFH/ BRAETFZR

Indication for performing the Procedure.

(b) RBAFH/ BHRARFZHEE

General nature of the Procedure.

() RIBFHT/ BHRABFRILEAEAA B BLAEREIBIE

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

(d) Bt ik RARBER GBI T ROER

Other treatment options, and consequences of no treatment.

(e) A Bl Fn B 2 B R 45 E

The possible risks / complications associated with anaesthesia.

(VN/SAT/V']) 2I0padoi] / A1o3ang J10j Juasuo,)
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& '% _?_ ﬁ / ﬁ }%-‘ '.‘_;] g g_ GIVEN NAME % ﬁ CHII\W\NAME GIVEN NAME % 2 CHIW NAME
(L A /IVS /N A) SEX AGE WW L ;\Dmyn DATEAND TIME |SEX  |AGE \WD fmyl) DATE AND TIME
A Y A

Consent for Surgery / ATTN. DOCTOR: ATTN. DOCTOR:
Procedure (L A/IVS/N A) CONSULT. DOCTOR: CONSULT. DOCTOR:
3. KABG

I understand that
@ WwHEZ KRLEAEAS THREZHWBEASLARBAFN/ EEERF

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

() BEFHBMMA S BE T RAMMIE TLETRARTEEEE  LAHRRILSR KEREE
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) RBAFH/ B @ BRETHRGTHBY ISP UEFEXHERAR  WBEE  RAZIIWHER WL
HET VI
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) %= 4T7€I§%=4h/é}§’$£ﬁf-‘ It RAR? }%/\rﬁﬂ‘&b@féﬁﬂ‘ﬁfiﬁ“

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

4. ERATRBFMIM > o BARARMEE—F T RBARTA —BRFMH 0 AATTE BEAT
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. RAAERUBAMABFH/IBREFOEHERMRA) > LCHEAZE2AGENEZ UA/OE) -
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).

TRA X BRARE B #

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

REARZE w4 B #A

Signature of Witness: Name: Date:
(3% M EA5H % Name in BLOCK LETTER) DD/MM/YYYY

B A A $Aaﬁiié%%ﬂ%m%%m%ﬁﬁ§%ﬁ C R ARG BCASZERE A MEA
BAAER  LAZEHCERATWEHRCELREE > mELETRTCRHKAeRANBREN
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.

(VN/SAT/V']) 2I0padoi] / A1o3ang J10j Juasuo,)

BEFMZBARE B 31
Signature of Doctor responsible for the procedure: Date:
DD/MM/YYYY
WEFERRARE(EA)
To be completed by Interpreter (if applicable) :
EUN o B IR H £
I certify that I have truly, distinctly and audibly interpreted the
L) & F e N I R ) % & A EE
contents of this document into to the Signatory.
(3% & ¥ % insert language or dialect)
WEERL 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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