
CONSENT AND REQUEST FOR TREATMENT   

FI-021 Rev.05/17

I _______________________________ authorize Dr.___________________________, and such assistants as may be 
selected by him/her to perform Site/Operation/Procedure:______________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
I understand the reason for the procedure is _______________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
Alternative:  _________________________________________________________________________________ 
__________________________________________________________________________________________ 

Patient’s Consent: The recommended treatment or procedure has been explained to me. I have been informed of the probable or likely consequences 
if I do not undergo the treatment or procedure. 

Recuperative Period: I have been informed of the recuperative period, including the anticipated length of time and anticipated problems that may 
occur. 

Risks: I have been advised this procedure includes some risks or hazards. The more common risks include: infection, bleeding, nerve injury, blood 
clots, heart attack, allergic reactions and pneumonia. These risks can be serious and possibly fatal. Some significant risks associated with this 
particular procedure include: ________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Education and Research: I have been informed if my physician is participating in teaching programs and/or research, and experimental or educational 
projects relating to my case. 
Additional Procedures: If my physician discovers a different, unsuspected condition at the time of surgery, I authorize him/her to perform such 
treatment as is deemed necessary. 
Anesthesia: I authorize the physician performing this procedure and his/her assistants to administer anesthetics as may be considered necessary or 
advisable. I understand that administration of anesthesia involves risks including pain, paralysis, injury to any part of my body, abnormal heart 
conditions such as arrhythmia and, rarely, even death. 
Specimens: I authorize Flatirons Surgery Center or my physician to take, retain, preserve, dispose, and use for scientific or teaching purposes, all 
Specimens, tissues, parts, or organs taken from my body during this procedure. 
Consent for Photography: I consent to the taking of any negatives, prints, slides or videotapes prepared therefrom in the course of this procedure for the 
purpose of recording fact or advancing medical knowledge. 
Observer: I further consent to the observation of the procedure by individuals designated by the physician for medical knowledge and treatment. 
No Guarantee: I have been advised that the practice of medicine is not an exact science, and Acknowledge that NO GUARANTEES 
Have been made to me concerning the results of the procedure. 

DO NOT SIGN UNLESS YOU HAVE READ & THOROUGHLY UNDERSTAND THIS FORM! 
If you have questions as to the risks or hazards of the proposed surgery or treatment, or any questions concerning the proposed surgery or treatment, ask 
your physician now BEFORE SIGNING THIS CONSENT FORM. I HAVE READ AND FULLY UNDERSTAND THIS CONSENT AND HAVE 
NO FURTHER QUESTIONS. I have been advised that at any time prior to the performance of the procedure, I may reverse my decision, withdraw 
my consent, and not have the procedure performed. 

  Date   Time     Signature Patient 

 Witness of Signature 

This patient is unable to consent because (a) the patient is a minor   (b) other reason:__________________________________

 Signature of Patient's Representative    Relationship to Patient 

PHYSICIAN DECLARATION: I have explained the procedure indicated above and attendant risks and consequences to the patient who has 
indicated understanding thereof, and has consented to this procedure.                  · 

   Physician's Signature Date  T ime
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