Mount Sinai Health System

New York
M()unt CONSENT TO SURGERY/
Sinai PROCEDURE/TREATMENT
AND ANESTHESIA
1. | hereby authorize and and those
Attending Physician/Privileged Provider Co-Surgeon/Privileged Provider
associates or assistants designated to perform upon the following

Name of Patient or “Me”
treatments, surgeries, procedures (referred to as "Procedure") to include:

A team of medical professionals will work together to perform my Procedure. My Attending Physician/Privileged Provider, or other Designated
Privileged Provider, will be present for all critical parts of the Procedure. | understand that other medical professionals may perform some parts
of the Procedure as my doctor or the Designated Privileged Provider deems appropriate including sensitive examinations (breast, pelvic, prostate,
or rectal) if indicated for my care.

2. The Attending Physician/Privileged Provider above (or their designee, if n/a leave blank: ) has fully
explained to me, in my preferred language what will happen during and after my care, including any additional Procedures, and/or medications |
will receive, including during my recovery. They have also discussed the potential risks, benefits, and alternatives of this care. | further understand
that images or sound recordings may be taken or organs, tissues, implants, or body fluids may be removed, examined, and retained for the
purposes of medical care and safety improvements. If these are disposed of, it will be done according to our usual practices. | also agree to allow
the presence of necessary technical or vendor support persons into the Procedure room for the purposes of my medical care. | have been
informed of the likelihood of achieving the proposed goals and the reasonable alternatives to the proposed plan of care including not receiving
the proposed treatments. | have been given an opportunity to ask questions, and all my questions have been answered to my satisfaction.

3. lunderstand that during the course of the above proposed Procedure something unexpected may come up and | may need a different Procedure. | consent
to the additional Procedure which the above-named physician or their Associates/Assistants/Designated Privileged Providers may consider necessary.

4. |understand that my medical professional may provide me with medications to keep me comfortable and safe such as anesthetics/sedatives/analgesics. |
understand that my medical professional has or will speak to me about the risks, benefits, and alternatives to these medicines before my treatment.

5. If applicable, | agree that | may need blood or blood product transfusions as part of my medical treatment. | agree that my medical professional
has spoken to me about the risks, benefits, and alternatives to receiving blood and blood products. [J | do not agree.

6. If applicable, | agree that organs, tissues, implants, or other body fluids may be removed, examined and kept for scientific or educational purposes. | understand
that my identity will be kept private and these are handled, stored, and if disposed of will be done according to our usual practices. (11 do not agree.

7. If applicable, | agree to allow the recording of images and sound of this Procedure for educational purposes such as presentations and
publications. | understand that my identity will be kept private. (1 do not agree.

8. If applicable for this procedure, | agree to allow a member of my care team to perform sensitive exams (breast, pelvic, prostate, or rectal) for
educational or training purposes. [J| do not agree.

9. If applicable, | agree to allow authorized observers into the operating or treatment room. [J | do not agree.

10. | have marked the portions of the document | do not agree to.

Patient;* Guardian
or Representative**

Print name Signature Date Time Relationship or "self"
Signature Witness Witnessed Patient
_ _ _ confirming signature
Preferred Language Print name Signature Date Time (check box if applicable)
Interpreter Patient refused
Name or Number interpreter
Print name and/or number Signature (if present) Date Time (check box if applicable)

D Telephone/Video Consent (Check box if applicable), Patient/Guardian/Representative**/Interpreter signature not required.

» The Attending Physician or Privileged Provider who is performing the procedure must sign the certification below.

I, the Attending Physician or Privileged Provider, hereby certify that the nature, purpose, benefits, risks of, and alternatives to the proposed Procedure have been
explained to the patient/guardian/representative** and | have offered to answer any questions and have fully answered all such questions. | believe that the
patient/guardian/representative** fully understands what | have explained and answered. In the event that | was not present when the patient signed this form, |
understand that the form is only documentation that the informed consent process took place. | remain responsible for having obtained consent from the patient.

Print name Attending Physician/Privileged Provider Signature Date Time
» If more than thirty days have passed since this consent form was signed or the consent conversation was held:

I, the Attending Physician or Privileged Provider, have reaffirmed the patient/guardian/representative’s** understanding and certify that there has been no
substantial change to the patient’s condition in the time period since the consent form was signed.

Print name Attending Physician/Privileged Provider Signature Date Time
*The signature of the patient must be obtained unless the patient is under the age of 18 or incompetent.
**Throughout this document, the term “representative” refers to a legally authorized representative.
MR-207A (Rev. 9/2024) NOTE: THIS DOCUMENT MUST BE MADE PART OF THE PATIENT’S MEDICAL RECORD.



m Mount Sinai Health System
New York

Mount IIFER/FR/BTF
Sinai MFEEEIERE R
1. AR #0 IsEMELF
BEL /RS E BREIHIEL /IR IR
R BNIEN RITUTFAT. IMEFER. FAR

FEUES TN HE
(&R “FA” ) , B

FAFABHRETZ VEANERTR. EATBEE/MNETRSRUEEMEENINET RS RUEIEFANMEEEN DT, FAERE,
ERAELEFREFNETRSEHENAELENERLT, EMETZWARTRSNITZFANELES, GESREE (B, 88, YR
) MNREBFEAFE) o

2. ERFAEEMFFRSRMEE (FEEEAR, WFERABEET: ) BEEFERAANEEES RO NAEAGR
BH, ERABZIPERENFEERESENNER, SFEEETMFER, UR/FEFARKRTNZY), QIEREHY. WINEITIET WRIFEINETT
R, wARERFR. EAENE, ETHANTTESBEERG. REFS, S8 RENMREBRANSEEE. AR EAYRER, UNEETR
EMRAR2NE. ETANSRBEEIMELEXEY R, FATBDBATBENRAZIFIARKIBEEIFARHAFRE, UDBIREETFER
5o FABKRSHKIFMNE BRI REIENFMNEINES ENEEEAS R, SEELRTINENATT. SABNERETENER, HEEANRE
RS E T TS

3. BAAZE, WRERITEIRMENFARLERI, FATEFEEZEMBFAR, FABREZ ERELANENF. BB, BEEHTFRSEHEZAICE
BIEINF AR

4. XAHZE, ATILEABIEFENRIFRAANR S, EFANTRIESARELY), FINMET/ERF/ILER. RANE, TERETZA, EfY
FABZSBaAANRARLEEYHINE. HRMERSE.

5. (WER) EARITHN—E2, ZARE, FATRFEEZTRMNEANRY @, SARBESTEBEMRZS AR BEE R MR MRS @R,
HAMBEALR. OFATEE.

6. (MER) AAREETENMBER. RENREEANSERRE. AR, EAYHEMER, UATFRERAIEE. FANE, FANSHEERK
RELNEH BETRANSRBREMHELE, EENLEXEYR. OFAREE,

7. (WER) FARBREILRAFATHBEGHRFIEZURTERS, NEHMLR. AAXE, FANSHERRREELE. OFXATRE.

8. MREATFLFR, FARBATEAFERANEREFEESHHINEATHBRE B, BE. AiVRHER) . OFXATER.

9. (MEAR) FARBATETENNNBIHFNFAZTIATE. DFXAFTER.

10. FABZAEXEREATRENABE o

BE, “IPAR
1%
IEEHES k=1 =7 Affe] KRB FEEEAY
ZZILEA TIERERIAESR
(#IESE, BLLEFHHE)
IEf8#E B a4 Biie]
RIMEIRIES TR BEELEAOEA
OiFRHRHSH (W0iEfE, BLEFHE)
IEE#E /55T EE (WEH) a4 B1e]

D RERTERIE/STEE (WER, FIEHFE) , ERBE/BIPA/RR/OFRESR,

» The Attending Physician or Privileged Provider who is performing the procedure must sign the certification below.

I, the Attending Physician or Privileged Provider, hereby certify that the nature, purpose, benefits, risks of, and alternatives to the proposed Procedure have been
explained to the patient/guardian/representative** and | have offered to answer any questions and have fully answered all such questions. | believe that the
patient/guardian/representative** fully understands what | have explained and answered. In the event that | was not present when the patient signed this form, |
understand that the form is only documentation that the informed consent process took place. | remain responsible for having obtained consent from the patient.

Print name Attending Physician/Privileged Provider Signature Date Time
» If more than thirty days have passed since this consent form was signed or the consent conversation was held:

I, the Attending Physician or Privileged Provider, have reaffirmed the patient/guardian/representative’s** understanding and certify that there has been no
substantial change to the patient’s condition in the time period since the consent form was signed.

Print name Attending Physician/Privileged Provider Signature Date Time
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