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CONSENT TO OPERATION, MEDICAL TREATMENT, ANESTHESIA, 
OR OTHER PROCEDURE

As a patient, you have the right and obligation to make decisions concerning your health care. Your doctor has the duty to inform you of the risks, benefits and 
alternatives to the recommended treatment or procedure and can provide you with the necessary information and advice, but you will make the decision. You 
may ask questions of your physician before making a decision.
This form has been designed to acknowledge that you accept the treatment recommended by your doctor, after having been informed of the risks, benefits 
and alternatives. Your doctor and the doctors furnishing care to you are independent contractors and not employees or agents of The Queen’s Health 
Systems, unless you have been told otherwise by the doctor. Your doctors will make their own decisions on how best to care for you (with your informed 
consent where required) and the Medical Center is not responsible for such treatment decisions or the care provided by your doctors.
(1) Name of Patient: (Please Print)
(2) 	�I here authorize Dr.  (and any associate or assistant involved in my care) to treat the following 

condition(s) which has (have) been explained to me. (Explain the nature of the condition(s) in professional and lay language.) (No abbreviations)
	 PROFESSIONAL: �

ORDINARY OR LAY LANGUAGE: 

(3) 	�The procedure(s) planned for treatment of my condition(s) at The Queen’s Health Systems has (have) been explained to me by my doctor as follows: 
(Describe procedure(s) to be performed in professional and lay language.) (No abbreviations)
PROFESSIONAL:

ORDINARY OR LAY LANGUAGE: 

� Other Providers: I have been told by my doctor that:
�	 Other healthcare providers may be performing significant tasks of the surgery or procedure 
�	 Residents and Medical Students may be assisting in procedural and surgical tasks under the direct supervision of my doctor 

� �I agree to examinations under anesthesia for educational purposes. Examinations may include, but are not limited to, sensitive areas (breast, pelvic, prostate and 
rectal).

(4) 	�I recognize that, during the course of the operation, post operative care, medical treatment, anesthesia, or other procedure, unforeseen conditions may necessitate
my above named doctor, and his or her assistants, to perform such surgical or other procedures as are necessary to preserve my life or bodily functions.

(5) �Risks: I have been told by my doctor that there are many serious risks that could result if I have this procedure, including but not limited to, severe bleeding,
displacement or fracture of teeth weakened by dental work or chronic dental disease, severe infection, and heart failure, and that I could die, become paralyzed,
become brain damaged or lose important functions. Additional risks told to me by my doctor include:

(6) 	�Alternative Treatment: I have been told by my doctor that I can choose not to have this surgery, and have been informed of available treatment options, if any,
including the risks and benefits of these options:

(7) No promise or guarantee has been made to me as to result or cure.
ANY SECTIONS BELOW WHICH DO NOT APPLY TO THE PROPOSED TREATMENT MAY BE CROSSED OUT. ALL SECTIONS CROSSED OUT MUST BE INITIALED BY 
BOTH DOCTOR AND PATIENT
(8) 	�I consent to the administration of (general, regional, monitored anesthesia care (MAC)) anesthesia by an anesthesiologist, nurse anesthetist (CRNA), or other

qualified individual under the direction of a physician as may be deemed necessary. I understand that all anesthetics involve risks that may result in complications
that include serious damage to vital organs such as the brain, heart, lungs, liver, and kidney. I also understand and consent to the placement arterial or central
venous catheter(s) for monitoring and resuscitation should it become necessary understanding that possible complications include, but are not limited to; infection,
bleeding, injury to organs (blood vessels, heart, lungs, nerves), loss of circulation, an/or limb paralysis. If I have a previously implanted medical device (cardiac
rhythm management device, insulin or pain pump, etc.), I understand and consent to alter or suspend function should it be necessary to ensure my safety. I
understand that any of the aforementioned complications could result in paralysis, cardiac arrest or death.

(9) 	�I consent to the transfusion of blood products (including whole blood, red blood cells, plasma, cryoprecipitate, platelets, and other products) as directed by my
physician during the course of this treatment. I further understand, however, that I may at any time refuse transfusions and I will notify my physician if I choose to
do so. I have been informed of the risks of transfusion which include but are not limited to fever, chills, hives, rapid heart rate, clotting, infections such as hepatitis
and AIDS, shock and death. The reasons for and the availability of autologous transfusions (re-transfusing my own blood) as it applies to my case have been
explained to me.

FOR PATIENTS REFUSING BLOOD PRODUCTS – Patient and Physician must initial here AND Transfusion Refusal Form must be completed.
Initials of Patient Refusing Blood Products: ____________               Refusal of Blood Products Acknowledged by Physician: ____________

(10) Any tissues or parts surgically removed may be disposed of by the hospital or doctor in accordance with accustomed practice.
(11) �I consent to the photographing, videotaping, televising or other audio and/or visual recording of this operation, post-operative care, medical treatment, anesthesia,

or other procedures for medical or scientific purpose or for the purpose of advancing medical education, provided my identity is not revealed by the pictures, by the
recording or by the descriptive texts accompanying them. Also, for the purpose of advancing medical education, I consent to the presence of observers.

(12) 	�I have been informed that a representative(s) of one or more medical device manufacturer(s) or other commercial vendor(s) (Representative) may be present at the
time of my surgical procedure. I understand that the Representative(s) will not direct or perform my surgery, but may be available to my surgeon as a resource. I
hereby consent to the presence of the Representative(s) at my surgical procedure.

(13) Any additional comments may be inserted:
(14) I have had the opportunity to ask questions about this form.

FULL DISCLOSURE AND EXTRAORDINARY CIRCUMSTANCES FORMS ON REVERSE SIDE

� QMANAMANA   � QWEST   � QNHCH   � QWAHIAWA   � MGH



FULL DISCLOSURE

I agree that my doctor has discussed with me the following:

(a) Condition or problem
(b) Nature of the proposed care, treatment, services, medications, interventions, or procedures;
(c) Potential benefits, risks, or side effects, including potential problems related to recuperation;
(d) The likelihood of achieving care, treatment and service goals;
(e) Reasonable alternatives to the proposed care, treatment and services;
(f) Relevant risks, benefits, and side effects related to alternatives, including the possible results of not receiving care, treatment and

services

I HAVE READ AND UNDERSTAND ALL OF THE ABOVE. I HAVE HAD THE OPPORTUNITY TO ASK QUESTIONS AND HAVE HAD THESE ANSWERED 
TO MY SATISFACTION. I HEREBY GIVE MY CONSENT.

A.M.
 ________________________________________________________________________________________  ______________________________________________________________________________________  ____________________________________________________________________________P.M.______ 
Patient or Personal Representative  Print Name  Date                                         Time 

_________________________________________________________________________________________
Relationship to Patient

A.M.
________________________________________________________________________________________  ______________________________________________________________________________________  ____________________________________________________________________________P.M.______   

A.M. 
________________________________________________________________________________________  ______________________________________________________________________________________  ____________________________________________________________________________P.M.______ 
Witness  Print Name  Date                                         Time

� TELEPHONE CONSENT
Witness to check here if telephone consent obtained (indicate name of consenting party and relationship to patient on above lines).

*If patient is a minor, unable to sign, or decisionally incapacitated to give consent, relationship of person authorized to give consent must be stated.

EXTRAORDINARY CIRCUMSTANCE
Check one:

_____ � Trauma victim unable to sign.

_____  � Unconscious patient with apparent condition requiring emergency treatment.

_____  � Patient unable to sign, but indicates consent to above (single M.D. signature plus witness sufficient).

_____  � Decisionally incapacitated, or minor, and legal guardian not immediately available. Emergency treatment appears indicated.

_____  � Other (specify): __________________________________________________________________________________________________________

A.M. A.M.
 P.M.   P.M._________________________________________________________________________________________________________________________________  ________________________________________________________________________________________________________________________________
 Signature of Licensed M.D. #1                  Date                  Time  Signature of Licensed M.D. #2                  Date                  Time

_________________________________________________________________________________________________________________________________  ________________________________________________________________________________________________________________________________
 Print Name                                                         Hawaii Medical License #   Print Name                                                       Hawaii Medical License #

A.M.
 P.M.________________________________________________________________________________________  ______________________________________________________________________________________  __________________________________________________________________________________
Witness  Date                                         Time  Place

________________________________________________________________________________________ 
Print Name

... OR ...

Physician	 Print Name	 Date	 Time
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