On the day of your admission you must take all relevant paperwork, Xrays /
MRI films etc with you.

MRN

\/@ Delmar Surname

\ private hospital
Other Names
Consent Form DOB / Sex
Request / Consent Form for Operation / Procedure
and / or Medical Treatment Ward / Doctor

Part A: Provision of Information to Patient (to be completed by Medical Practitioner)

[y DIOCRON ..ot (Insert name of medical pracitioner)

NAVE INFOMMEA: ..ot e bbb bbb bbbttt b s s s (Insert name of patient/ parent/ guardiar),

of the nature, likely results, and material risks of the recommended operation / procedure and / or treatment. The agreed operation /
procedure and treatment that the patient is to undergo is:

(Insert name of operation / procedure and / or/ treatment))

Signature of Medical Practitioner Date
Interpreter required O Yes [ No ) e , an accredited interpreter, have accurately
interpreted the advice given by the medical practitioner named above t0............cccceiiiiiniiciin, (patient name)
Sl sfoeier T e T

Part B: Patient Consent (to be completed by Patient)

The doctor, whose name appears in Part A above, and | have discussed my / my child’s / my charge’s present condition and the various alternative
ways in which it might be treated. The doctor has told me that:

e The administration of anaesthetic, medicines, and / or blood/blood products may be needed in association with this operation / procedure.

e  Additional procedures or treatment may be needed if the doctor finds something unexpected and | agree to these additional operations /
procedures and / or treatments being carried out if required, as long as they are related to the primary procedure set out in Part A.

e Even though the operation / procedure and / or treatment is carried out with all due professional care, the operation / procedure and / or treatment
may not give the expected result.

e The operation / procedure and / or treatment carries some risks and that complications may occur.

| have been given the opportunity to ask questions of the doctor whose name appears above and understand the nature and risks of the procedure /
operation / procedure treatment.

| have been advised of the material risks associated with this operation / procedure and / or treatment.

| have had the opportunity to ask questions about the operation / procedure and / or treatment and | am satisfied with the answers and information | have
received.

| understand that | may withdraw my consent at any time prior to the operation / procedure and / or treatment.

Part C: CONSENT TO OPERATION / PROCEDURE / TREATMENT

You are required to complete section 1) & have your signature witnessed by an adult who completes section 2).

Section 1

I request, understand and consent to the operation/ procedure and / or treatment as outlined above in Part A

(Signature of patient / parent / guardian)

(Print name of patient / parent / guardian)

Date [ [

Section 2

I, the undersigned, witnessed the signing of section 1 above

Signature of witness

Print name of witness

Date = [ [

NOTE: If patient is under 14 years of age, parent or guardian must sign.
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MRN

/
\ @ Delmar Surname

\ private hospital
Other Names
Payment type & details (please tick)
O HEALTH FUND [0 SELF FUNDED DOB / Sex
O WORKERS'COMP [ DVA
[ THIRD PARTY [0 OTHER Ward / Doctor

Doctor’s Surgical Referral Form
To be completed by Doctor and faxed to Delmar on the day of Consultation: to 9982 7999. Please PRINT clearly.

| request patient to attend Pre-Admission Clinic Yes [
Please Admit

Ty MS, MIS, IMISS, MASTET: .....vvieicieietce s Date of Admission: ...... [, [,
Surname Given Names
0 (0] 17T
BIBPNONE. ..ot srete bt et Date of Birth: ...... [ [ K1Y G
Home Business Mobile
linical Details
FESENTING SYMPIOMIS: ...ttt ettt s bbb bR £+ E b £ R A bR bbbt s et b bbb
rincipal diagnosis, i.e., the condition which best accounts for patient’s stay in hOSpPItal:...........ccccevirriiiirr e
Other CONAILIONS PrESENL: ...t ettt s s s bbb b4 s s bbbt s s e e e s e R e b e b et e bbb s s s e st et et et en s s s e e
SLEEP APNOEA:  Does patient suffer from this O Yes O No Does patient use a CPAP Machine O Yes O No

If Yes, patient to take CPAP Machine to hospital
DEMENTIA: Does patient suffer from this I Yes O No
Does patient suffer from: Confusion [ Yes OO No Mental lliness [ Yes [0 No Incontinence [ Yes [0 No

Operation / Treatment Plan
PropoSed OPEration / TIEAIMENL .........c.iiuieieirieieie ettt ettt s e e e s et s ettt s

Date of operation ... [ [ Iltem Numbers ..

ype of Anaesthetic L Expected length of procedure: ...

Expected length of stay: [ Day Only, [ Overnight Or lONger vevvevvverirerne, days
Specific pre-operative instructions (including tests required):

LI T Ty T= L To 00 0T8]]I

DOCTOR’S REFERRAL FORM

LR 0 11o] (oo 1O
PAENOIOGY: ..ereveeeree e8RS

Drug OrdErs 0N AGMISSION: ........cviiereieieeeteese ettt bbbt

O
O
L0 INVESHGALIONS: ......oovveeoeeceveeeeeee et e e s s e
O
L0 ECG: .ot
O

Special INStrUCHIONS (€.9. DOWEI PIED) .....cuuveueeieeireeeieieire ettt bbb bbbt
P | Other Referring Doctor’s Details






