ACKNOWLEDGEMENT OF PROCEDURAL CONSENT

Patient Name:

FORM 04

I request as treatment for my condition that Dr

and such assistants perform the following medical, diagnostic, or surgical procedure(s):

at “The Surgical Institute” 1 Somerset Crescent, Durbanville, Cape Town on:

The physician, surgeon, or licensed independent practitioner doing the procedure(s) or his or her assistant has explained the
following to me, and I am satisfied with the explanations I have received:
•
•
•

My condition
The procedure, its purpose(s) and potential benefits                             
Other possible treatments that might be done instead of the procedure, its
purpose(s) and potential benefits of the planned procedure(s), and their risk(s)

•
•

Substantial and significant risks and possible side effects
The possible need for blood or blood products during and after the procedure,  possible risks  and consent to this if needed.

I accept there are other possible risks that may not have been explained to me.  I have read and understand any information I received about my procedure.  My condition
might be treated using other options and my doctor has explained these to me.  These also have risks.  I have decided not to use these other options at this time.
I recognize that during the course of the operation and medical treatment or anaesthesia, unforeseen conditions may necessitate different procedures than those above.  I
therefore authorize the  above surgeon and assistants or designees to perform such other procedures that are in the exercise of his or her professional judgment necessary
and desirable.  The authority granted under this paragraph shall include all conditions that require treatment  and are not known to my surgeon at the time the procedure
has  begun.  I acknowledge that no guarantee or representation has been given by anyone  as to the results that may be obtained.
I authorize the release of my medical aid details to appropriate agencies for legal reporting and medical-device registration, if applicable.
Any tissues that are removed from my body may be examined and then disposed of by the facility  personnel.
I agree that qualified persons approved by the facility may watch my procedure for educational reasons.  I agree to photos and videos during my procedure.  I understand that
my identity is concealed in any photos and videos.  These actions are part of medical education and quality improvement.  I also understand and agree that physicians other
than the above listed medical practitioner(s), including residents and other physicians, and possibly other medical practitioners who are not physicians, such as technicians
or vendors, may be performing important tasks related to the procedure.  These individuals, if present, will be working under the supervision of the responsible practitioner.
I understand the health care providers in my care, including those providing anaesthesia services, may not be agents or employees of the facility and that the facility is not
responsible for their actions or inaction.
I understand that the surgeons fees are separate from the anaesthesia and hospital charges, and the fees are agreeable to me. If a secondary procedure is necessary,
further expenditure will be required.  
I have read and understand this consent information,  including  the procedural  fact sheet provided.  My questions have been answered satisfactorily.  I accept the risks
involved in the hope of obtaining beneficial results.   

I consent to contacting:
Name:

Relationship:

Contact number:

To inform them of my procedure in case of any emergency and disclosure of my medical condition as deemed necessary.
The person collecting me from the facility is:
Name:

Date:
Time:

Relationship:

Patient Signature or
Representative
Signature

Contact number:

Date:

Witness Signature

Time:
Relationship of Representative
to Patient:

A: 1 Somerset Crescent, Durbanville, 7550, Cape Town, South Africa P.O. Box 340 Durbanville 7551
T: 021-9762339 Fax: 021-9762460 E: info@thesurgicalinstitute.com

ACKNOWLEDGEMENT OF ANESTHESIA CONSENT

FORM 04

Patient’s Name:
Procedure:

Anaesthetist:

General Anaesthesia

Sedation

Regional

The following anesthetic issues have been discussed with me:
The potential benefits

Substantial and significant risks

Options

Although modern anaesthesia is generally very safe, no anesthetic is without risks of complications, however minor.  In extreme cases, even death is possible.  Your anaesthesia
provider is a skilled specialist trained to monitor you during your procedure and to make your anaesthesia as safe as possible.
No promises were made to me about the outcome of the above procedure(s).  I understand that during the course of the anesthetic, unforeseen conditions may necessitate
additional or different procedures than those explained.  I agree that my anaesthesia care provider(s) may perform such procedures as are, in his/her professional judgment,
necessary and desirable for my well-being.
I am satisfied with the explanations I have received.  I have had the opportunity to ask questions and have all my questions answered to my satisfaction.  I understand there
are risks of substantial and serious harm.  I also understand that in order to receive the safest care possible, it is important for me to give a complete medical and surgical
history to the health care providers who are caring for me.

I certify that to the best of my knowledge, I have provided in detail my medical and surgical history including the following information:

•
•
•
•
•
•

All medical problems
Previous surgical procedures
Any recent illness
Food allergies (including the type of reaction)
Medication allergies (including the type of reaction)
Surgical implants

•
•
•

Smoking and recreational drug use (including alcohol)
Past experiences with anaesthesia (personal or family)
Current medications (including all over the counter medicines,
herbs, alternative complementary medicines, vitamins, and
prescription medicines)

I agree that persons approved by the facility may watch my procedure for educational reason. I agree to photos and videos. I understand
that my identity will be protected. These actions are part of medical education and quality improvement. I also understand and agree that
practitioners other than the above listed anaesthesia provider(s), including but not limited to residents, and possibly other medical providers
who are not physicians, may be performing important tasks related to the procedure under the supervision of the responsible anaesthesia
provider. I understand the health care providers involved in my care, including those providing anaesthesia services, may not be agents or
employees of the facility and that the facility is not responsible for their actions or inaction.
I HAVE READ AND UNDERSTAND THIS CONSENT INFORMATION.
MY QUESTIONS HAVE BEEN ANSWERED SATISFACTORILY.
I ACCEPT THE RISKS INVOLVED IN HOPES OF OBTAINING BENEFICIAL RESULTS.

I will not drive within 24hr of my procedure.
The person collecting me from the facility is:
Name:

Date:
Time:

Relationship:

Patient Signature
or Representative
Signature

Contact number:

Date:

Witness Signature:

Time:
Relationship of Representative
to Patient:

A: 1 Somerset Crescent, Durbanville, 7550, Cape Town, South Africa P.O. Box 340 Durbanville 7551
T: 021-9762339 Fax: 021-9762460 E: info@thesurgicalinstitute.com

