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Request for Treatment/Procedure(s) C

Attach patient label here

{patlent, parent, guordian, person core and welfare
uttarney) request that the lollowlng precedure /
treatrment be performed onme / my child /
person lacking capadity to give consent,

{name of patient if different from rbove hame)

Capital & Coast
District Health Boaid

Groko Kf TE URU KALOZRA

Description of treatment/procedura(s)

1 understand the nature, beniefits ant risks of the above treatment and/er procedure(s), | have had explained to
me the alternative treatment and/or procedurels) avallable, including not having any treatment, | have had the
wpportunity to ask my questions about the above treatment and/or procedure(s). | am aware that | may ask for
more information at any time and that my health Information may be used for qualty audit purposes.

I agree that if during the treatment/procedurels) there is an unexpected finding or event addltlonal procedures

deemad to beessential imight be carried out,

j mgree tn my blood being taken for testing In the avent of a staff member'hﬂkng exposed ta my blood or

YES

YES

YES .

body fluid.

| ursderstand {he nature, benefits and rlsks of recelving bload components/blood products and
agree to recelving these if it [s clinleally necessary and in my own best Interasts.

b understand anid dgres that written, electronic, radiographie, video, sound and photagraphic
recards may be made and stored, and may be referred 1o at a later date for Weaching purposes
and for for Ethics Committee approved research

JTunderstand that this treatment |s belng carried out In a teaching hosplital and agree to
shservatlon of and participation In my trealment andfor procedurelst by students under
appropriate supervision.

t understand thal following this treatment/procedure(s), | may be sedared and should nat drive
amotar vehlcle, operate machinery of potentially dangerous appliances, drink alcohol or make
Important legal or financlal declslons for at |east 18 hours afterwards,

[ understand that tissue removed during the treatment/procedurels) may bi subymitted

far pathologlcal examination, kept and referred to at a later date for elinlcal purposes, audiy
teaching and for Ethics Committee approved research. | understand that the tissue may be
retumad to me if | wish (a Tissue Return Form (CCOHB) or a Body Part Chaln of Custody Form
(HYDHB) ls required).

Signature of patient / parent / guardiani/

personal care and welfare attorney Btz
Name of health professional o Date
Sigrature Designation

Thé treatment/procedure | litend to petform o / ! Is carrectly deseribad above.
Name of person performing treatment/procedure(s}

Signature Designation Date

DocumentID: 1.8749
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Please turn over fo add supporting relevant information.
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Request for Treatment/Procedu re(s) \

SUPPORTING RELEVANT INFORMATION:

Add additional pages as required

Capital & Coast

District Health Board
UFOKO KI TE VAU HJUDRA



