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.



Mount Sinai Health System
New York

Mount COI/NIACUE HA OMEPALINIO/
Sinai NPOLEAYPY/NEYEHUE
M AHECTE3UIO
1. HaCTOFlLLl,I/IM A a0 paspelleHne n a TakKXe X aCCUCTEeHTaM
neyaiymii Bpay / yrno/iHoMoYeHHbI/ MOMOLUHWUK XUPYPra / yrnosiHOMOYeHHbIi
MOCTABLUNK MEANLUNHCKNX yC/1yr MOCTABLUNK MEeANLNHCKNX yCryr
W Ha3HaY€eHHbIM MOMOLLUHMKaM NpoBeCTU YKa3aHHble H/WXe BUObl ledeHnd, onepauunn n/vinn apyrve

UMS, GaMUINS NAUNEHTA NN KMHE>

npoueaypsbl (aanee — MNMpoueaypa), B HaCTHOCTU:

Mpoueaypy NpoBefeT rpynna npotheccroHanbHbIX MEANLIMHCKUX CrieumanmcToB. Moi nevatumin Bpay / yno/IHOMOY€EHHbIN NOCTaBLUMK MEAULMHCKUX YCNYT Un
[pYrovi Ha3HaYeHHbIV YNOTHOMOYEHHbIN NOCTaBLLUVMK MEAULIMHCKUX yCnyr 6yAeT NpucyTCTBOBaTb BO BPEMSA BCEX K/OYeBbIX 3Tanos Mpoueaypbl. 4 NoHMMalo, 4To
Mo YCMOTPEHUIO MOEro Bpaya U Ha3HAYEHHOrO YNOMHOMOYEHHOI O MOCTaBLUMKA MEANLMHCKMX YCYT HeKoTopble YacTu Mpoueaypbl, BKOYas OCMOTP MHTUMHbIX
30H (rpyAu, Tasa, NPoCTaThbl UM MPSMOR KULLKKM), MOTYT BbINOMHATLCS APYrUMU MEAULIMHCKUMI ClieLmanmctamMu.

2. YKasaHHbIii Bbile neYvalyunii Bpay / ynosIHOMOYEHHbIV MOCTaBLUMK MeAULUMHCKUX YCNYT (MW Ha3HAaYeHHOEe MU TMLO — €C/IM HEMPUMEHKMO, MPOMYCTUTD!

) B NO/THOM o6beme 06bACHU (-a) MHE Ha NPeAnoYTUTENIbHOM ANt MeHs f3blke, UTo GyAeT NPOUCXOANTb BO BPEMS U noc/ie
leYeHns, B YaCTHOCTM BCe AOMOJIHUTE bHbIE NPpoLeaypbl U/Wnn NeKapcTBeHHbIe Npenapathbl, KoTopble 5 6yay NPUHMMATB, B T. Y. HA CTaAUK Bbi3gopoBieHns. OH/
OHa TakXe pacckasan (-a) MHe 0 NoTeHUMasbHbIX PUCKax, MPenMyLLecTBax U aflbTepHaTMBax 3TOro nedyeHuns. Kpome Toro, 8 NoHUMMato, YTO MOXET OCYLLECTBNATLCH
hoTOCBbEMKa 1 3BYKO3aMuUCh, @ Tak)Ke BO3MOXHO yaasnieHne, usydeHue 1 CoxpaHeHne OpraHoB, TKaHenl, MMMIaHTaToOB U GUOMTOrMYEeCKUX XUAKOCTEN B
MEAMLIMHCKMX LUensx 1 B Lenax NoBbleHns 6e30MacHOCTH. B COOTBETCTBYIOLWMX CyYasx yTUIM3aums yKasaHHbIX MaTepranoB GyAeT BbINOMHATLCS COracHo
yCTaHOB/IEHHbIM TPeGoBaHNAM. 1 TakxXe NPefoCTaBAsio paspeLleHne Ha NPUCyTCTBMUE B MPOLEeAYPHOM KabnHeTe TEXHUYEeCKUX CneLmanncToB nan nepcoHana
CNy>X6bl NOAAEPXKKM MOCTABLUMKA B LIENIAX OKa3aHUS MHE MeAULIMHCKMX yCyr. MeHs yBeAOMWUIN O BEPOSATHOCTM AOCTUXKEHUA LieNei NPeaioXXeHHOro e4eHuns n o
npuemnemMbix anbTepHaTnBax, BK/oUYaa oTkas oT edeHuns. MHe Gbina npeAocTaB/ieHa BO3MOXHOCTb 3aAaTh /toOble BOMPOCHI, Ha KOTOpble MHE NpeaocTaBuIn
ncuyepnbiBaloLLme OTBETbI.

3. $ noHMMalo, YTO BO BPEMS yKa3aHHOW Bbilue Mpoleaypbl MOryT BO3HUKHYTL HEMpeaBuaeHHble 06CTOSTENbCTBA, TPpebyloLve NpoBeaeHns Apyroi MNMpoueaypbl.
S fato paspelleHve Ha NpoBeAeHVe AONONHUTENBHON MNMpoLeaypbl MO YCMOTPEHWIO YKa3aHHOI O BbILLE BPaYa Wv ero acCUCTEHTOB / MOMOLLHNKOB /
YMOMHOMOYEHHbIX MOCTABLLUMKOB MEANLIMHCKUX YCITyT.

4. 9 noHUMato, YTO MO MeAUUMHCKMI CNeumanucT MOXeT NPefoCTaBUTb MHE NIeKapCTBEHHbIE NpenapaTtbl ANa o6ecrneyeHnsa Moero KoMmgopTa 1 6e30MacHoOCTH, B
YaCTHOCTU aHECTETUKM, CedaTBHble CPEACTBA U aHaNbreTvku. 9 MoHWMalo, YTO 40 NPOBEAEHUS MOEro fIeYeHUss MO MEeAMUMHCKUIA CreumanmncT pacckasasn uim
pacckaxeT MHe O pUcKax 1 NPenMyLLLecTBax 3TX 1eKapCTBEHHbIX MpenapaToB, a Takxe 06 anbTepHaTMBax 3TUM CpeAcTBaM.

5. § noHMMalo, 4YTO BO BPEMS NIeHEHNS MHE MOXET NoTpeboBaTbCA NepennBaHne Kposu Unmn NPOAYKTOB KPOBW. 9 noaTBEpXAato, YTO MO MEANLMHCKUIA cneunanuct
pacckasan MHe O pUCkKax 1 npeunmyllecTBax nepennBaHna KpOBU NN NPOAYKTOB KPOBU, @ TakKxe 06 anbTepHaTMBax 3TUM rnpouenypam. [J 9 He pato cornacue.

6. 9 npepocTaBnsAlo pa3peLleHne Ha yaaneHne, NCCiefoBaHne N COXpPaHeHe MOMX OPraHoOB, TKAHEN, UMMIaHTaTOB M BUONOrNYECKNX XUAKOCTEN B HayUHbIX UK
o6pa3zoBaTefibHblX Lenax B COOTBETCTBYIOLLMX CyvanX. 9 NoHWMalo, 4To ByaeT o6ecnevyeHa Mo KOHPMAEHLUMaNbHOCTb 1 06paboTKa, XpaHeHne n ytTunnsaumus
yKasaHHbIX BbllLe MaTepuanoB 6yayT BbINOMHATLCS B COOTBETCTBMU C yCTaHOBNEHHbIMM TpebGoBaHuaMu. [ 5 He gato cornacue.

7. 4 pato cornacue Ha BefeHne hoTocbeMKU 1 3Bykosanucu MNpoueaypbl B o6pasoBaTesibHbIX LENsix B COOTBETCTBYIOLWMNX C/IyYHasix, B YaCTHOCTM A5 NPe3eHTauuii n
nyénukauuin. 9 noHMmato, 4to 6yaet o6ecrnedyeHa Mosi KOHUAeHUManbHocTb. [ 9 He aato cornacue.

8. Ecnu aTo NnpumMeHnMo K JaHHOW npoueaype, 1 paspeLuato YneHy Moein KoMaHabl Mo yxoA4y MPOBECTM OCMOTP MHTUMHbBIX 30H (Fpyau, Tasa, npocTaTbl U NPSMOR
KU1LLKW) B 06pasoBaTenbHbIX TM60 yuebHbIx Lensx. [ 9 He gato cornacue.

9. 4 npepocTaBnaio paspeLlleHne Ha NPUCYTCTBUE YNOTHOMOYEHHbIX HabntogaTenel B onepauvoHHon nnn npoueaypHOM KabrHeTe B COOTBETCTBYIOLLMX CyYasX.
[0 4 He pato cornacwe.

10. MHoI0 OTMeYeHbI MYHKTbI AOKYMEHTa, C KOTOPbIMU S HE COrnaceH/He cornacHa.

MaumeHT; onekyH unmn

npepacraButen™
Wims n pamuins neqatHbiMm 6ykBamm loagrmce Aara Bpemsi Kem npuxoantcs nayneHty
W cam naymeHT

Moanuck cBupetens D CaugeTenb noanvcaHns
[OKYMEHTa NaLueHToM

Wms, hamunma nnm Wmsi n pammmms neyatHsimm 6ykBamm Moanuck Aara Bpemsi (oTmMeTuTB, ecrm nprMeHMo)

HOMep nepeBogymKa n

Ha I'Ipeﬂl'lO'-ITMTeﬂthlﬁ D ALMEHT OTkasancs ot
yCnyr nepeBoayvKa

A3bIK
Wmsi n pammmms nedatHbiMu OyKBAMu 1/usin HOMEP lMoarnucek (ecrm nmeetcs) Aara Bpems (OTMETUTB, /M MPUMEHNMO)

Cornacue, nony4eHHoe NocpeAcTBOM TeniechOHHOro UM BUAEO3BOHKA (OTMETUTb, €CI MPUMEHUMO), MOANUCH NaLueHTa/onekyHa/
npeacraBuTens **/ nepesoayurka He Tpebyerca.

» 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

*TauneHT AoMXeH noanucaTth 3TOT AOKyMeHT. [Moanuchb nauneHTa He TpebyeTcs, eCnn OH He AocTur 18-neTHero Bo3pacrta Win ABASeTCH HeeeCnoCOOHbIM.
**B KOHTEKCTE 3TOr0 JOKYMEHTa TEPMUH «NpeAcTaBUTe by O3Ha4YaeT 3aKOHHOro npeacTaBuTens.
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