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CONSENT FOR OPERATION OR PROCEDURE |  BOUUIREDDY SOUJANYA b

Parkway Hospitals Singapore Pte Ltd DOB: 25-Aug-1984 / 40y Female
352 TAMPINES STREET 34 #
03-
[Qoex [Jmed []mnH DPE{ SINGAPORE 520355 s

Tel: 93385499
Allergy NKDA
(This consent form is valid for 90 days or one hospital admission, whichever
I PART A: CONSENT FOR OPERATION OR PROCEDURE l

1. 1, the undersigned patient, consent to undergo the operation / procedure of 2 =
HA 4Ste YoSu 4 \ﬁ\ /’Dﬂré\‘—u{ﬁ/—v\. % W ///Vb\ o ) Py | sustadcp

& 7‘6] P‘ﬁ(}c{'\’ AL having understood the nature, purpose, risks, benefits, and

— > y |
alternatives which were explained to me by Dr -—(LV\-( \r\'\.ks-— Q\%p
2. lalso consent to: 3
2.1 The '.[ransfusion of blood and other blood-derived products as may be found necessary by my attending doctor(s), and
confirm that the nature, purpose, risks and alternatives of such transfusion have been explained to me.

2.2 Such further or alternative operative measures or procedures as may be found necessary by my attending doctor during
the course of the operation / procedure.

2.3 My attending doctor seeking consultation or assistance from other relevant specialists if the need arises during the course
of the operation / procedure.

___ 3. | also confirm that | have been given adequate opportunity to ask questions.

4. The foregoing were translated to me in by
(Language / Dialect) (Name of Translator)
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FullRdme of Patient (Block tetters) NRIC / Passport No. Signatdre / Right Thumb Print "' Date

NG (MCR 101802)
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Signature of oct‘)r"
5. 1, the undersigned patient, consent to the administraﬂ}f(p\‘ease v all applicable boxes)
5.1 O Monitored Sedation 0 General Anaestffdsia . J Regional Anaesthesia
5.2 And such further alternative anaesthesia or sedation or procedure including the insertion of any central lines or arterial lines
that may be found necessary during the course of the operation / procedure by my attending anaesthetist.
6. | confirm that the nature, purpose, relevant risks, benefits, and alternatives of such anaesthesia or sedation and post-procedure
analgesia or procedure including the insertion of central lines or arterial lines have been explained to me by my attending

anaesthetist.
7. | also confirm that | have been given adequate opportunity to ask questions.

o

~— 8. The foregoing were translated to me in by
(Language / Dialect) (Name of Translator)
Signature / Right Thumb Print of Patient Date
Sl Gl S S sl on
Name of Doctor Signature of Doctor Name of Staff Present (optional)

Where the patient is below the age of legal maturity (21 years) or for some other reason(s)* is unfit or unable to sign this consenT,}
the attending doctor(s) and / or the hospital reserve(s) the discretion to obtain consent from the parent, spouse, next-of-kin, or
guardian of the patient.
*Specify such other reason(s):
|, the undersigned, Parent** / Spouse™ / Next-of-kin™* / Guardian** (delete whichever is not applicable) of the above-named patient:
_ Warrant that | have the authority to act on behalf of and give consent on behalf of the patient.

- Gonfirm and acknowledge that the nature. purpose. risks, benefits, and alternatives of the operation / procedure, the insertion of

any central lines or arterial lines as may be found necessary, franstusion of blood and other blood-derived products. and

administration of anaesthesia / sedation and post-procedure analgesia have been explained to me; and that | truly understand and

consent to the performance of the above-named operation / procedure on, insertion of any central lines or arterial lines as may be
found necessary into, transfusion of blood and other blood-derived products as may be found necessary into, and administration
of the above-named anaesthesia / sedation and post-procedure analgesia on, the patient.

- Confirm that | have been given adequate opportunity to ask questions.
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Notes on Doctor's Fee Estimation
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Financial counselling completed for above patient on

Name & Signature of Staff

please bring this copy to Parkway East Hospital's Admission Office, Level 1 for Admission



