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 MANDALUYONG CITY MEDICAL CENTER    
                                           

               Consent for Anesthesia







MD2010-022

I, 




the undersigned, hereby authorize Dr. 




 and whoever he/she may designate as his/her assistant/s among the staff of Mandaluyong City Medical Center Anesthesia Department to administer/Perform.


Ako si 





 ay nagbibigay permiso kay Dr. 



 at kung sinumang doktor na mapipili bilang kanyang katulong sa mga kawani ng Mandaluyong City Medical Center Anesthesia Department na magsasagawa sa akin ng operasyon.

(state name of procedure)(operasyon)

The purpose and the nature of the anesthesia procedure, its alternatives, the risk of possible complication(s) has been explained to me, in the language understood by me, and which I have accepted. I acknowledge and understand that no guarantee has been given regarding a definite patient outcome except for the guarantee of a vigilant care, observation, and monitoring during the induction and maintenance of anesthesia and immediately post anesthesia at the conclusion of surgery / procedure.


Ang mga kadahilanan ng pagsasagawa ng anesthesia, mga alternatibong paraan, mga posibilidad na komplikasyon ay naipaliwanag sa akin sa salitang aking naunawaan at aking tinanggap. Akin din naunawaan at tinanggap na walang tiyak na garantiya sa aking kahihinatnan maliban lamang sa masusi at maingat na pagsasagawa, pagmamatyag at pag-aanalisa ng anesthesia habang ako’y nakaratay at hanggang matapos ang operasyon.


I hereby release Mandaluyong City Medical Center, its personnel and medical staff from liabilities for unnecessary consequences if any, resulting from the above mentioned procedure(s).
Consent by:





Witnessed by (Saksi):

Patient
 (Pasyente)




Signature over printed name

Signature over printed name

Authorization must be signed by the patient or by the nearest relative in the case of a minor, or when the patient is physically unable or is mentally incompetent.

(Kung ang pasyente o wala sa maayos na pag-iisip, ang pahitulot ay kinakailangan pirmahan ng pinaka-malapit na kamag-anak)

Patient is minor 

 years of age

Patient is unable to sign because 











(Ang pasyente ay hindi makapirma sa kadahilanan)
Witnessed By (Saksi):


Signature of Patient’s Representative

Relation to Patient

Signature over printed name

Signature over printed name


Signature over printed name
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 #: 



