Name

o Unit Number:
RA -~ . Medicare Number:
L Horllzuor,‘y } Adress:
| Date of Birth:
CONSENT TO TREATMENT | Age: Tel (H):

Tel (W):

The nature of the proposed treatment to be performed on

Name of Patient
has been explained to me along with the expected risks and benefits of the treatment and also any alternative
courses of treatment available to me (the patient). | have been informed about the likely consequences of
not proceeding with the proposed treatment. | have had the opportunity to ask questions about the proposed
treatment and have had my questions answered to my satisfaction. | understand the information provided to me.

After consideration of the information provided, | have given consent to the proposed treatment:

Description of treatment:

to be performed by: Dr. Troy Sitland

Name of Healthcare Practitioner

| further agree, subject to his or her discretion, Dr. Troy Sitland may make use of the
Name of Healthcare Practitioner

assistance of other surgeons, practitioners and/or hospital medical staff in order to perform all or part of the
proposed treatment.

I also consent to:

» the administration of an anaesthetic;

« any further or aiternative treatment(s) that the above named healthcare practitioner considers immediately
necessary during the course of the proposed treatment;

« any tissue, parts or organs being removed from me (the patient) that may be retained for the purpose of
diagnosis;

* any image, videography and/or sound recordings for documentation of findings.

Name of Patient Signature of Patient Date
Name of Witness Signature & Title of Witness Date
Name of Substitute Decision Maker (SDM) & Signature of SDM Date

Relationship to Patient
(if patient unable to sign)

Healthcare Practitioner Declaration

| confirm that the above information has been discussed with

| have responded to any and all questions about the above noted proposed treatment, the expected
benefits, material effects, risks and side effects, alternative course of action, and the likely
consequences of not having the treatment.

Dated this day of , 20
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Name

Unit Number:
Medicare Number:
Adress:

Date of Birth:

I Age: Tel (H):
Tel (W):

piagram )

e e ]

Telephone Consent

| confirm that | have explained by telephone and answered all questions about the nature of the
proposed treatment(s), the expected benefits, material effects, risks and side effects, alternative course
of action and the likely consequences of not having the treatment(s) to:

Name of Individual (SDM) Called Number Called Date & Time Called
Relationship to Patient Signature of Healthcare Practitioner
Name & Title of Witness to Conversation Signature of Witness to Conversation
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