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Dr(s). _ T ddlardaq ) T o @SZM will perform the following procedure(s):
(Prirtt First/Last Name)

condel  llae ’ {é\mﬂ*ézw‘k""

Procedure Site (mark one box, or for multiple procedures, indicate sites above): [ Not applicable

{1 Right-side MLeft-side [.] Bilateral (] Multiple sites, see above
U Level L1 Anterior approach (1 Posterior approach

Physicians other than the operating practitioner, including but not limited to residents, will be
performing important tasks related to the surgery, in accordance with hospital policy and, in the case of
the residents, based on their skill set and under the supervision of the responsible practitioner.

Qualified medical practitioners who are not physicians who will perform important parts of the
surgery or administration of anesthesia will be performing only tasks that are within their scope of
practice, as determined under State law and regulation, and for which they have been granted privileges

by the hospital.

The physician or practitioner has explained to me, in a way that | understand, the planned
procedure or treatment, anticipated benefits, material risks or potential problems that might occur
during the procedure or during recuperation as well as the likelihood of achieving our goals,
He/she has also discussed alternative therapies, inciuding no treatment, as well as the anticipated
henefits and risks associated with those alternative treatments. The following are among the risks

or concerns discussed:

ESe '\niiﬁffnfiﬂ : adeckan \ ia_mj/e, ey gwmwo(,&j shvucduet s {Omwmﬂkx

(Specific risks or concerns discussed with the patient)

| acknowledge and agree to the following statements marked by the Practitioner as applicable to
my procedure:

{1 Blood transfusion may be required during or after the procedure(s). Risks and alternatives
to transfusion have been explained to me and i consent to receive blood or blood products as

deemed necessary and appropriate by the physician.

“@) Sedation will be managed by the physician performing the procedure(s). Risks and aiternatives
to sedation have been explained to me and | consent to receive sedation.

L1 Sedation or anesthesia will be managed by the Anesthesiologist. The Anesthesiologist will
discuss the risks, benefits, and alternatives, and answer my questions prior to my procedure.

£l Another qualified practitioner that practices with the practitioner(s) listed above may perform all
or a part of my procedure or treatment. | consent to having another qualified practitioner perform

all or a part of my procedure or treatment.
Patient/Consenter Initials /f%
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1 A vendor and/or observer will be present during my procedure for a purpose which has been
explained to me.

(1 Photos/Audio and Video Recordings may be taken while receiving medical services at OHSU
for OHSU's purposes only (consistent with state and federal law). | hereby consent to OHSU taking
photos/recordings of me for treatment, education, reimbursement, and/or certain administrative and
business activities supporting the delivery of care at OHSU. If patient photos or recordings will be
used for other purposes, additional patient authorization will be requested as required by law.

Patient/Consenter Initials

I hereby consent for OHSU to retain and use removed tissues or body parts for examination and
diagnosis and to dispose of what is removed, except:

Bl I have no objections or exceptions Patient/authorized consenter initial:

My physician or practitioner has asked me if | want a more detailed explanation of the above and
if | have any additional questions. My questions have been answered. The procedures, treatments,
other alternative procedures, methods of treatment, and risks have been explained to me in
substantial detail. 1 am satisfied with my physician’s explanations.

I give my permission and consent to the treatment(s) or procedure(s) specified above:

[ . Cam Clpm
(Patient's Signature®) (Print First/Last Name) {Date} {Time)
| EXPLAINED THE ABOVE PROCEDURE(S) TO THE PATIENT:

[ [ . Dam Zpm
(Qualified Personnel's Signature) (Credentials) (Print First/Last Name) (Date) (Time}

ﬁ)*Patient is unable to consent because: gufbd}m } v ’3\&& a{-rm.

If the Patient is unable to consent, complete Section A, B or C below, as applicable.

A. The patient has a Legally Recognized Health Care Representative:

As the Patient's (check one): [J Parent (if patient is a minor); [ Legal Guardsan(m?ealth Care Representative, |
gwe my permissio yonsent for the patient to the treatment(s) or procedure(s) specified above:

7 2/ HE 3 A Clam Fom
(Auto%/rzed Cnnsé{er $ S:g@a{ure) (Print First/l.ast Name) {Date) ({Time)

| EXPLAINED THE ABOVE TREATMENT(S) OR PROCEDURE(S) TO THE PATIENT’S LEGALLY AUTHORIZED
HEALTH CARE REPRESENTATIVE.
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(Qualified Personnel’s Signature) (Credentials) {Print First/Last Name) {Date) (Time)

B. The patient does NOT have a Legally Recognized Health Care Representative:

As the patient’'s (fill in relationship to patient) , | agree that the treatment(s} or
procedure(s) have been fully explained to my satisfaction, is in the best interest of ,and !
consent for the patient:

[ [ . am Cipm
{Consenter's Signature) ({Print First/Last Name)) {Date) (Time)
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