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 MANDALUYONG CITY MEDICAL CENTER    

                            Informed Consent and Authorization

                                             for TREATMENT / PROCEDURE







MD2010-009-01N
[  ] ER      [  ] SERVICE   [  ] PAY               [  ] PEDIA        [  ] OB-GYNE   [  ] SURGERY     [  ] MEDICINE                                        

         
                                                             [  ] OPHTHA    [  ] ENT            [  ] PICU / NICU / MICU / LMA / PIDW


1. The following have been explained to me by Dr. 





and/or his assistant/s the proposed treatment/procedure, potential benefits, risks and complications, possible alternatives and results of non-treatment for which I acknowledge that no assurance and guarantee can be given as to its results. 

2. I hereby voluntarily and freely assume all the risks inherent in, and all the adverse consequences of the procedures and I hereby absolve and relinquish any and all claims, rights or interests or causes of action that may accrue in my favor against Mandaluyong City Medical Center, its agents, employees or representatives from any liabilities related hereto.

I, the undersigned, hereby authorize Dr. 





 and whoever he may designate as his assistant/(s) 













  to render/perform



















(state name of treatment/procedure)

and such additional treatment(s) / procedure(s) as may be deemed necessary.

____ I refuse to undergo the proposed treatment/procedure.


Reason for refusal: 















Signature over printed name


       Date/Time

If unable to sign: State reason 



























 Signature over printed name(Parent/Next of kin/Legal Representative



Date/Time

DOCTOR’S DECLARATION

I declare that I have explained the nature of the patient’s condition, the procedure and alternative procedure/s to be performed, and discussed the possible risks involved with the contemplated procedure.


Signature over printed name



Date/Time

INTERPRETER’S DECLARATION

I confirm that I have accurately interpreted the contents of this form and the related conversations between the patient and the doctor.

Need for an interpreter. ____ Language (spoken) 

 ____Disability (Specify) 




       
Signature over printed name (Interpreter)

      Date/Time
	NAME:
	AGE:
	HOSP. REC. #

	DATE OF BIRTH:
	SEX: 
	CASE NO.:
	ROOM/BED #: 



