DIGESTIVE HEALTH CENTER OF INDIANA P.C.
Consent for Procedure/Treatment


Name: _____________________________________________________
Date: ______________________________________
Physician(s): ________________________________________________________________________________________________
I hereby request and authorize the above named physician(s) and such persons that may be authorized by my physician to attempt to remedy my condition and I authorize the use of such medical and surgical procedure as they believe medically advisable to that end.  I understand the nature of my condition is: __________________________________________________________________________

PROCEDURE:  I hereby authorize the performance upon myself of the following procedure:

□Upper Gastro-Intestinal Endoscopy (EGD) – a scope test of the upper digestive tract including esophagus, stomach, and duodenum.

□Colonoscopy – a scope test of the lower digestive tract including colon and rectum.

□Other - ___________________________________________________________________________________________________
I know that these involve putting a lighted “scope” into my digestive tract to examine, photograph, and possibly perform a brushing to sample cells, perform a biopsy to remove tissue, remove or destroy a polyp, dilate a stricture, or control bleeding by injection or cauterization, or clipping, or banding technique.  I consent to disposal of any tissue or fluids that may be removed.  I consent to photography or videotaping of the procedure, admittance of observers, for medical, scientific, or educational purposes, provided my identity is not revealed by the pictures or by the text which may accompany them.
ANESTHESIA:  I understand that I will be receiving:
□⁪IV Conscious Sedation
⁪□  Monitored Anesthesia Care
The anesthetic procedures, alternative types of anesthesia, benefits, risks, and potential complications were explained.  The patient or Authorized Delegate accepts.

____________________________________________________ CRNA
Date: ______________________________________

If I am having a Gastroscopy or Colonoscopy, I know that I may also receive IV Sedation to minimize discomfort.

BENEFITS/ALTERNATIVES:  The physician has explained to me the nature of this procedure and what it entails.  I understand that this procedure is necessary to help the doctor diagnose and best treat my condition.  I understand that my condition could be treated in other ways.  The doctor and I have discussed other alternatives such as x-rays or doing no tests at all.

FEMALES ONLY:  I understand that medications used for sedation can cause birth defects during pregnancy.  To the best of my knowledge I affirm that I AM NOT PREGNANT at this time.

□⁪NOT PREGNANT

□⁪PREGNANT
RISKS/COMPLICATIONS:  I understand that all procedures involve risks and possible complications.  My doctor has discussed these with me.  I understand there is always the unlikely possibility of a drug reaction, bleeding, aspiration, or perforation of the organ.  These are uncommon, but may require major surgery or colostomy.  There is a very small risk of cardiac arrest and death.  The procedure might cause damage to crown or loose teeth.  I also understand that although this procedure is one of the most accurate means of testing the digestive system, no diagnostic test is 100% accurate and that there is a small chance of missing an important diagnosis like cancer.  No guarantees have been made to me regarding the outcome of this procedure.  I request that the doctor, his/her associate, or other doctors consulted and such other doctors as are needed to assist him/her perform this procedure on me.

IF PROBLEMS OCCUR:  It has been explained to me that during the course of the procedure unforeseen conditions may be revealed which make it medically necessary to extend the procedure or to undertake procedure(s) different from those set forth above.  If this occurs, I permit the doctor named above, or other doctors consulted by him/her, to perform such procedure(s) as are necessary and advisable in his/her professional judgment.  The authority granted under this paragraph shall extend to all conditions that require treatment and are not known at this time the planned procedure commences.  In the event of an emergency, I also authorize my transfer to a nearby hospital for additional treatment if deemed medically necessary by my physician.

_______________________________________________________

______________________________



Patient Signature




 
             Date/Time

________________________________________________________

______________________________



        Legal Guardian Signature




    
           Relationship

________________________________________________________




Witness Signature

I have explained to the patient (legal guardian) the nature of the above procedure or treatment, as well as the reasonably anticipated risks and alternatives to such treatment.  I believe the patient/legal guardian understands.

________________________________________________________




Physician Signature

