“: Sk & [patientLabet] Clinic / OPD Use [Patient Label ] In-Patient Use
Evangel Hospital &%  Name: Name:

#X 2P/ A~ F R Hospital No: Hospital No:

ZEFLE Sex / Age: Sex / Age:

Consent for Surgical / Invasive Procedure

(DA # ¢« *E RS | ERYLE

I H.K.1.D. No. /Passport No.
(5 * 4= & Full Name of Patient))
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B &< RS | EREE Ao

I H.K.1.D. No. / Passport No. am Patient
(% ¥ % ¥ ¢ Full Name of Signatory)

KRR AR EEA ] FA o AL REARARFARER

‘s father / mother / guardian / doctor, hereby voluntarily give my consent for the Patient

(:,}’;‘5 A 4+ ¢z Full Name of Patient)

ER L X 4
hereby voluntarily give my consent to undergo the procedure of

(= i & 4 Name of Procedure)

d %iﬁﬁ,jﬁy

to be performed by Dr. under

Q 2> ¥ ppk general anaesthesia Q & :#%fps  local anaesthesia/ % & Jfrf% topical anaesthesia
Q % ZJp-fF monitored anaesthetic care O %3 pps#  regional anaesthesia

O #9% 1 6448482 %) intravenous sedation O &Fps > 3% no anaesthesia

AAFER G REFVRAT N EEF My N FRAERLTHE 24
| acknowledge that, before signing this consent form, | have been fully informed about the proposed Procedure,
including the following:

(@ FREFIARI N FRAERZRTF
Indication for performing the Procedure.
(b) &8 £ | FRAeh 2 L F
General nature of the Procedure.
() g Ljtr | FHAAVAFIRABGE HF R e 3WNNn ~FrRgL ~FE s Hs L~ g
B s PR~ R RFFRARE L FRE A
Potential general risks of complications and side effects, including but not limited to bleeding; wound infection;
chest infection; other infection; heart attack; stroke; blood clot in the leg veins; blood clot travelling to the lungs;
and death.
(d) o857 [ FRALSZ 25 ARG ML R B G R HAE
Potential specific risks of complications and side effects relevant to the Procedure and the Patient’s condition.
(€) B nsk3 23 2 EHZL 0k d kenid %
Other treatment options and consequences of no treatment.
(f) Eog 2 | FHhAR LEF? A3 F R FROEEHLRE [ 25 ¢35
Additional and / or consequential treatment(s) or management which may become necessary during or after the
Procedure including:
O & ;5% intensive care;
O #5: blood and blood products transfusion;
Q o Hcgl# 5 Bz s conversion to open procedure from minimal invasive procedure.
2o A H g 2 gk
And / or other treatment or management, if appropriate
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Consent for Surgical / Invasive Procedure

(3 #+my

| understand that

@ 47 FR - IEFL TR FRAL FA ST Eg [ FRAER
by necessity, medical practitioners other than the Doctor may assist in performing the Procedure;

(b) FatishF LHET A eRR7 e GEBFERTORAE > ALTRELR RERDE S
if tissues or organs are removed during the Procedure, they may be submitted for pathological examination
following which they will be disposed of appropriately, or they may be disposed of without such pathological
examination;

() AR 24 | FRBALT iv § AR & ER T KE* R ﬁr/i%f‘i AR S
Wy 5 2
during the Procedure, photographs or other recording may be taken which may be used for medical
documentation or teaching purposes. For the latter, the Patient’s identity will not be disclosed or identifiable;
and

(d) &7 EIE L0 | FRABR > T3 FERB A RS S HTE L o
there is no guarantee that the Patient’s condition or prognosis will improve following the Procedure.

(4) FAEFETIIF AMPO IPETRTFATRA (402§ T:’{Hl]“/ért)
If the procedure is for the purpose of my sterilization, | understand that there is a possibility that | may not remain
sterile after the sterilization procedure. (delete this paragraph, if not applicable)

(6) A AFEinded|} MAEAMEpTFRAA DT HRER (HF ) e B2 22 A3 (QE/Qr g7 )o
I confirm that I have been provided with an information leaflet on the Procedure (copy attached), and that | have
reviewed the same, and that | fully understand the contents (UYes/UNA).

H 3% Leaflet (pls specify):MI-CMD MI-CND
PRAIRA T EEATFL OEF p
Signature of * Patient / Parent / Guardian / Doctor : Date:
LELEF i iy
Signature of Witness : Name: Date:

R A 4+ 7 (Full Name of Witness)

FLEP R cc @ BRAALN | FRAAPEF D63 k5 - X BELRIAT WL {3
AR s gH A e EEALSATRZ ¢ FL R AT 0 A B TR mlrhpm A RpER o
DOCTOR’S DECLARATION: I have explained the nature, risks and benefits of the operation to the patient and
have answered the patient’s questions. To the best of my knowledge, the patient has been adequately informed and
has consented, and the details as such had been documented in the patient’s clinical record.

PRz i FREALFL() &Y pRhEw FREALFL(Q) &Y
Signature of Doctor(1) responsible for explaining /and the OT Signature of Doctor (2) responsible for the OT
%5 4 4+ 2 Name of Doctor: %5 4 ¥+ 2 Name of Doctor:

p # Date: p #p Date:

dFRE R (dog* )
To be completed by Interpreter (if applicable):
A A © Ao B R
I certify that | have truly, distinctly and audibly interpreted the
3% R ¥+ £ (Full Name of Interpreter)

Bt b L R f vEE L

contents of this document into to the *Patient/Parent/Guardian.
(37 & > 7 insert language or dialect)

TR EE p g

Signature of Interpreter: Date:

*E-pi%k 2 i * o3 Delete if inappropriate.
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