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UNION HOSPITAL Consent for Surgery I
Please Use ID Label or| SURNAME UNIQUE RECORD NO. Please Use ID Label SURNAME UNIQUE RECORD NO.
Block Print or Block Print -
GIVEN NAME C ESE NAME GIVEN NAME ESE NAME
SEX AGE DOB ‘WARD APMITTED DATE AND TIME ITTED DATE AND TIME -
ATTN. DOCTOR ATTN. DOCTOR
CONSULT. DOCTOR CONSULT. DOCTOR
(DA # 2 LiraEm e g B F R
I Identity Document No.: hereby consent to the
O 4 ¢ Name of Patient) (*4 #& £ i»>% HKID Card/ & # Other: )
B
Procedure of
(= i & 4 Name of Procedure)
(< #i¥ & # Name of Procedure)
d FAwE T
to be performed by Dr. under
1 2 frp% General Anaesthesia [ % #%f% Local Anaesthesia
L1 % # J B Regional Anaesthesia L] & Frps > 3% No Anaesthesia
U % PUFrB% Monitored Anaesthetic Care vz £ Possible combination of the above
Ll seei bt42 3 #| Intravenous Sedation L1 # @ Others:
B &« ¥ A [ER:/ 40 ;,7?3&
I Identity Document No.: am Patient
(% ¥ * ¥ ¢ Name of Signatory) (*% # & > % HKID Card/ # 5 Other: )
SRREVET AT Y et
's *father / mother / guardian, hereby consent for the Patient to the Procedure of
(G % Name of Patient)
(£ ##¥ & 4§~ Name of Procedure)
(£ ##¥ & 4§~ Name of Procedure)
d FAwE T
to be performed by Dr. under
L > ¥ Jrf% General Anaesthesia L % %8 Local Anaesthesia
I - Ji-B¥ Regional Anaesthesia Ll & B > 3 No Anaesthesia
L] % PUrB% Monitored Anaesthetic Care b ¥ gy 2. 2 & Possible combination of the above '®)
[ ###% 3 5448 4 #| Intravenous Sedation L] # & Others: g
72!
s ” o 4 e o oan . e o oas L. o
Q) AAFin AEFLRALTY 20 R ML IR RN e RENT =
S . . . -
I acknowledge that, before signing this consent form, I have been informed about the proposed Procedure and Anaesthesia, —
including the following: E:
. o e e N
(a) TREFAFLIL BT~ B 6 k2 7 B s % Of40 =
Indication for performing the Procedure, alternative treatment options including conservative treatment. g
- 5 5 ! -
(b) HIF L HFE Frps 2 1 3
General nature of the Procedure and Anaesthesia.
(©) I LA BT RGIRAEFRER G 40k ~ GrRA WU HERE SRR YR R
Bovi FRE RIVRMAE b B EAF B2 Ao o MR AN E A R R TR L A R
e :[?5 m ;"‘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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UNION HOSPITAL Consent for Surgery I
Please Use ID Label or SURNAME UNIQUE RECORD NO. Please Use ID Label SURNAME UNIQUE RECORD NO.
Block Print or Block Print -
GIVEN NAME C ESE NAME GIVEN NAME ESE NAME
SEX AGE DOB ‘WARD APMITTED DATE AND TIME ITTED DATE AND TIME -
ATTN. DOCTOR ATTN. DOCTOR
CONSULT. DOCTOR CONSULT. DOCTOR
(d EaFFiaeF? S 07 0 FRDIEHInF - TR FRRE 0 7450
Additional treatment(s), management, medical personnel may become necessary during or after the Procedure and Anaesthesia, including:
- iF*7 5% intensive care;
- #i5 » % & i j% & > whole blood or blood components transfusion;
- d HegliE i H s A5 38 £ 4F conversion to other procedures from minimal invasive procedure;
- $& ¥ BB 5% conversion to other anaesthesia;
- H @ 3§ * 2_75% other applicable treatment;
S FA G TR FRE R F A LS AR AT
if necessary, medical practitioners other than the responsible Doctor may assist in the Procedure and Anaesthesia.
(3) ~ A mo % Frin Tunderstand and acknowledge that:
Q) FPoiiFh Py PRBY A eBrs PR BE A ERETRILIVKH AL FRE S REFLITHEL
tissues or organs removed during the Procedure may be submitted for pathological examination, discarded
appropriately, properly stored or used for research purposes.
(b) T E et ¢ BTG4 KELEFY 2> FAZ LRI EHROR
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 A FEmfcrld MAST L2 T RN re BHE P a Hp g o (A / [J3)
I confirm that I have been provided with an information leaflet on the Procedure and Anaesthesia, and that I have reviewed and
that I fully understand the contents ([ ] Yes/ [_] No).
L AR P TR H R Y et
Reference no. of the information leaflet:
(zLp H 3k 2T 4 ¢eh4 ¥ YhEL State the reference no. at the left lower corner of the information leaflet)
SRA SRR SRR p
Signature of * Patient,”Father Mother ~ Guardian: Date:
DD/MM/YYYY
LEAEF Wi p g
Signature of Witness: Name: Date:
(3" & # % 3 Name in BLOCK LETTER) DD/MM/YYYY
FARM DAL p i EF AR SRR R R R Z R 0 B0 BE ARG BEAL
E N L E . ié%‘jﬁ CEE AL OFAE ¢ X FRE oA T FRN S el hm A RN o
DOCTOR ’ S DECLARATION: I 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
been adequately informed and has consented, and the details as such have been documented in the Patient’s clinical record. @
=)
P FLRE2 R LA p o =
Signature and code of doctor N . Date: g
responsible for the procedure: ame: ate: -
(37" & 7% % Name in BLOCK LETTER) DD/MM/YYYY =g
b . . ﬂ
FFRERGrg?): [=] i (=] w
To be completed by Interpreter (if applicable) : E
A A Q-&r‘?llﬁi*{y E H] E
I certify that I have truly, distinctly and audibly interpreted the <
B L A G s v EE B
contents of this document into to the Signatory.
(3 % & 7 7 insert language or dialect)
R E ¢ nw
Signature of Interpreter: Date:
DD/MM/YYYY
* GBI oS Circle if appropriate |:| Fastga gyt TV 5 "'V, if appropriate
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