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AUTHORIZATION FOR MEDICAL AND/OR SURGICAL TREATMENT

DATE: _____________________________     
TIME: ________________________

1) I hereby authorize Dr. ______________________________________ to administer such medical treatment as she deems necessary, and/or to perform upon:

_________________________________________________________ the following procedure




 

(Name of Patient)

HYSTEROSCOPY WITH DILATION & CURRETAGE AND BIOPSY
2) The nature and purpose of the procedure, possible alternative methods of treatment, the risks involved, and the possibility of complications have been fully explained to me.  All of my questions have been answered.  I acknowledge that no guarantee or assurance have been made as to the results that may be obtained.

3) I consent to the administration of local anesthesia to be applied by the above named physician.
4) I certify that I have read and fully understand the entire contents of this authorization, in proof of which I affix my signature below:

________________________________________________________________





(Signature of Patient)

________________________________________________________________





         (Witness)




________________________________________________________________








(Signature of Physician)

*** NOTE:  If the patient is a minor, and/or incompetent to give consent, please complete the following:




________________________________________________________________





         (Signature of person authorized to consent for patient)




________________________________________________________________








           (Witness)
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