CONSENT FOR SURGERY AND SPECIAL PROCEDURES
I have explained to the patient those matters identified in paragraphs 1 through 9, below, including the information related to the administration of
anesthesia described in paragraph 3, below, if anesthesia is not to be administered by American Anesthesiology of North Carolina. I have explained the
potential need for the use of blood and/or blood components during this procedure and seven (7) days (including the date of the procedure) following the
procedure end. Related risks, benefits and alternatives to blood or blood products have been discussed, if applicable. (If Blood Administration is not
applicable, check box and initial Section 10 on back of this form.)
Other remarks, if any _________________________________________________________________________________________________________
Provider Signature: ______________________________________________________________
Physician or Other Authorized Practitioner Obtaining Consent

Role in Procedure

Provider Signature: ______________________________________________________________
(If applicable)

Physician or Other Authorized Practitioner Obtaining Consent

Role in Procedure

____________

________________

Time

Date

____________

________________

Time

Date

Provider signature above must be a physician or other authorized practitioner permitted to perform the procedure.
 Check if additional procedure forms with specific risks/benefits/alternatives are attached

1. A physician, or other authorized practitioner has explained to me:
a. my current medical condition;
b. the proposed treatment/procedure, including the use of local/topical anesthesia and/or minimal/moderate sedation during the procedure/
treatment, if applicable.
c. the potential benefits and drawbacks and the likelihood of success;
d. alternative treatments for the medical condition and the relevant risks, benefits, and side effects related to alternatives, including the possible
results of not receiving care, treatment, and services;
e. the possible and probable risks involved with the treatment/procedure including bleeding, infection and death;
f. the possible and probable risks involved without the treatment/procedure;
g. that implants may be used during my surgery and may include but are not limited to artificial or natural tissue and/or metal or plastic materials;
h. the foreseeable recovery process; and
i. the long-term effects associated with the treatment of the condition; and
j. whether a resident or non-physician practitioner will be completing this procedure or essential parts of this procedure.
2. I _________________________________ authorize ______________________________________________________ and/or his associate(s) and
(Insert name and title of physician(s) or other authorized practitioner(s)
performing the procedure as identified on the medical record.)

such assistants as may be selected by said physician(s), to perform on _________________________________________ the following operation or
(Myself or Patient Legal Name)

procedure(s): (IDENTIFY SITE AND SIDE IF APPROPRIATE AND USE NO ABBREVIATIONS)
_______________________________________________________________________________________________________________________
(Operation(s) or procedure(s) to be performed)

_______________________________________________________________________________________________________________________
3. Anesthesia by the physician or authorized practitioner performing my operation or procedure or an emergency medicine physician or authorized
practitioner for procedures done in the emergency department (if applicable). It has been explained to me that I may require any of the following
a. Topical (application or injection of local anesthetic)
b. Local (application or injection of local anesthetic)
c. Minimal Sedation (Anxiolysis): a drug induced state during which patients respond normally to verbal commands. Although cognitive
(mental) function and coordination may be impaired, breathing, heart rate and blood pressure are unaffected.
d. Moderate Sedation/Analgesia ("Conscious Sedation"): a drug-induced depression of consciousness during which patients respond
purposefully to verbal commands, either alone or accompanied by light tactile (touch) stimulation. No interventions are required to
maintain a patent (open) airway, and spontaneous breathing is adequate. Normal heart rate and blood pressure are usually maintained.
e. Deep Sedation/Analgesia: a drug-induced depression of consciousness during which patients cannot be easily aroused but respond
purposefully following repeated or painful stimulation. The ability to independently maintain ventilatory function may be impaired. Patients
may require assistance in maintaining a patent airway, and spontaneous ventilation may be inadequate. Cardiovascular function is
usually maintained. (Restricted to credentialed Anesthesiologists, Emergency Physicians, Pediatric and Adult Critical Care Physicians as
per WakeMed sedation policy.)
4. I understand and agree that my procedure may be photographed and/or videotaped. I understand that these materials will be used for education and
research, but will not be used for advertising purposes. I understand that the physician or authorized practitioner and the hospital may dispose of the
photographs/videotapes upon completion of education and/or research.
5.

a. I understand and agree that medical residents, providers with supervised privileges, or other specialized care providers may perform this
procedure and/or participate in essential elements of my procedure as allowed by medical staff rules and regulations and hospital policy.
b. I understand and agree that a student or other observer, or an industry representative for technical advice related to equipment or devices, may
be present during my procedure.

6.

a. I authorize and direct Raleigh Pathology Laboratory Associates or such others as it may deem appropriate to examine all such tissues, organs,
limbs, foreign objects, prosthetic devices, and other devices as shall be removed by operation or biopsy performed upon me.
b. I do further authorize and direct said Pathologist(s) to photograph, retain for scientific purposes or dispose of such items:
 (If exceptions, list all) _______________________________________________________________________________________________

WakeMed
Patient Label
placed here

Consent for Surgery
and Special Procedures
REV. 11/14

PAGE 1 OF 2

N-712

For additional forms call 919-350-8340, ask for Form N-712 or visit,
www.wakemed.org and click on For the Physicians to download the form.

7. I realize that during the course of the treatment/procedure to be performed, circumstances may arise or conditions may be discovered which necessitate an
extension of the planned procedure or the performance of a different procedure. Therefore, I authorize the performance of such other procedures as the
physician or authorized practitioner and any consultant(s), in the exercise of their professional judgment, decide are necessary.
8. I understand and agree that life support measures might be necessary in order to perform and to take care of me during the treatment/procedure. If I have
any active do not resuscitate orders as a result of an advance directive or otherwise, I am in agreement with the following (check one):
 a. That resuscitation measures are not to be performed.
 b. That the order that specifies that resuscitation measures are not to be performed will be temporarily suspended during the surgery/ procedure.
If anesthesia is involved, the suspension will remain in place until the patient is released from the care of the anesthesiologist.
 c. Other (to be specified) ____________________________________________________________________________________________________
I agree to abide with the request in this Section 8:

I agree to abide with the request in this Section 8:

____________________________________ _______ ___________

______________________________________________ _______ ___________

Physician/Authorized Practitioner Signature

Anesthesiologist/Anesthesia Practitioner Signature (If applicable) Time

Time

Date

Date

9. I am aware that the practice of medicine and surgery is not an exact science, and I acknowledge that no guarantees have been made to me as to
the results of the operation or procedure.
10. Blood Administration
 If box is checked by physician/authorized practitioner, sections 10a, 10b and 10c are NOT applicable for the planned procedure.
Physician/Authorized Practitioner Initials ________
a. Adult, Emancipated Minor Patients, and Minors permitted by law to consent: (includes unemancipated pregnant minors consenting to care for the
prevention, diagnosis or treatment of pregnancy).
It has been explained to me that blood or blood components may be administered when deemed a medical necessity, in an emergency, or life
threatening situation. I authorize the administration of blood or blood components as is deemed necessary and desirable in the professional
judgement of those persons listed above in statement 2.
 accept
 decline (complete Section 10c.)
b. Unemancipated Minors and Minors not otherwise permitted by law to consent: (includes unemancipated pregnant minors consenting to care unrelated
to the prevention, diagnosis or treatment of pregnancy).
I understand that if the proposed procedure is to be performed on an unemancipated minor or a minor not otherwise permitted by law to consent to the
procedure, the physician will discuss with me whether or not blood or blood components may be refused. I understand Section 10c will ONLY be
completed if the physician listed above and the anesthesiologist (if applicable) are in agreement to abide by my refusal.
c. I request that no blood or blood components be administered to ________________________________________________ during the procedure(s)
described in paragraph 2 and the associated recovery period. I understand that refusal of blood components may result in a negative outcome from the
procedure, including my/the patient's preventable death.
List exceptions: ____________________________________________________________________________________________________________
I agree to abide with the request in this section 10c.

I agree to abide with the request in this section 10c.

____________________________________ _______ _________

______________________________________________ _______ __________

Physician/Authorized Practitioner Signature

Anesthesiologist/Anesthesia Practitioner Signature

Time

Date

(If applicable)

Time

Date

11. I UNDERSTAND THE ADMINISTRATION OF SEDATION MAY INVOLVE SIDE EFFECTS AND RISKS TO ME, INCLUDING DROWSINESS, DIZZINESS,
ALTERED BALANCE, AND FORGETFULNESS.
FOR OUTPATIENTS: I UNDERSTAND THAT I SHOULD NOT DRIVE A CAR, OPERATE ANY MOVING EQUIPMENT OR POWER TOOLS, DRINK
ALCOHOLIC BEVERAGES, OR MAKE ANY IMPORTANT DECISIONS FOR 24 HOURS FOLLOWING SEDATION. I UNDERSTAND I SHOULD MAKE
PROVISIONS FOR HOME
12. I HAVE HAD SUFFICIENT OPPORTUNITY TO DISCUSS MY CONDITION AND THE PROCEDURE TO BE PERFORMED WITH MY PHYSICIAN(S)/
AUTHORIZED PRACTITIONER(S) AND ALL MY QUESTIONS HAVE BEEN ANSWERED TO MY SATISFACTION. I HAVE INFORMED THE PHYSICIAN/
AUTHORIZED PRACTITIONER ABOUT MY SIGNIFICANT MEDICAL CONDITIONS, INCLUDING WHETHER I MAY BE PREGNANT. I BELIEVE I HAVE
ADEQUATE KNOWLEDGE UPON WHICH TO BASE AN INFORMED CONSENT TO THE PROPOSED TREATMENT/PROCEDURE. I UNDERSTAND
THAT MANY PHYSICIANS ON THE WAKEMED MEDICAL STAFFS AND OTHER HEALTH CARE PROVIDERS AT WAKEMED ARE INDEPENDENT
PRACTITIONERS/INDEPENDENT CONTRACTORS/ IN PRIVATE PRACTICE NOT EMPLOYED BY WAKEMED, AND THAT WAKEMED IS NOT LIABLE
FOR THEIR ACTS OR OMISSIONS.
___________________________________________
Signature of Patient
_______________________________
Signature of Legal Representative

________________________________________
Printed Name of Patient

_______________________________
Printed Name of Legal Representative

___________________
Relationship to Patient

_____________
Time

________________
Date

_____________
Time

________________
Date

___________________________________________
Signature of Witness #1 (Employee or volunteer of a health care entity

________________________________________
Printed Name of Witness #1

_____________
Time

________________
Date

___________________________________________
Signature of Witness #2 (Required for telephone consent or

________________________________________
Printed Name of Witness #2

_____________
Time

________________
Date

excluding family member)

competent patient physically unable to sign*)

_________________________________________________
Interpreter/Reader (if applicable)

*Document reason competent patient unable to sign: ____________________
_______________________________________________________________
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