
 CONSENT FOR SURGERY, PROCEDURE OR TREATMENT 
 
1. I hereby authorize Laurence Kirwan M.D.or Rick Rosen M.D. and such assistants as may be selected to perform 

the following procedure or treatment: ___________________________________ I have received the following 
information sheet: ________________________________  

 
2. I recognize that during the course of the operation and medical treatment or anesthesia, unforeseen conditions 

may necessitate different procedures than those above.  I therefore authorize the above physician and assistants 
or designees to perform such other procedures that are in the exercise of his or her professional judgement 
necessary and desirable.  The authority granted under this paragraph shall include all conditions that require 
treatment and are not known to my physician at the time the procedure is begun. 

 
3. I consent to the administration of such anesthetics considered necessary or advisable.  I understand that all forms 

of anesthesia involves risk and the possibility of complications, injury, and sometimes death. 
 
4. I acknowledge that no guarantee has been given by anyone as to the results that may be obtained. 
 
5. I consent to the photographing or televising of the operation(s) or  procedure(s) to be performed, including 

appropriate portions of my body, for medical, scientific or educational purposes, provided my identity is not 
revealed by pictures. 

 
6. For purposes of advancing medical education, I consent to the admittance of observers to the operating room. 
 
7. I consent to the disposal of any tissue, medical devices or body parts which may be removed. 
 
8. I authorize the release of my Social Security number to appropriate agencies for legal reporting and medical-

device registration, if applicable. 
 
9. It has been explained to me in a way that I understand: 
• The above treatment or procedure to be undertaken 
• There may be alternative procedures or methods of treatment 
• There are risks to the procedure or treatment proposed 
 
I CONSENT TO THE TREATMENT OR PROCEDURE AND THE ABOVE LISTED ITEMS  
(1-9).  I AM SATISFIED WITH THE EXPLANATION. 
 
Patient or Person Authorized to sign for Patient                        Date 
 
Witness 
 
NOTHING BY MOUTH AFTER MIDNIGHT-RELEASE FROM RESPONSIBILITY AND PEER REVIEW 
Date:______________   Time________________ 
 
____________________________________________ (name of patient or myself) has not had anything to eat or 
drink, including water, since midnight, in preparation for surgery today.  (Pre-operative medications can be taken with a 
sip of water).  I authorize Dr. Kirwan or Dr. Rosen o disclose complete information concerning his medical findings and 
treatment of the undersigned, from the initial office visit until date of conclusion of such treatment, to those individuals 
who in Dr. Kirwan’s or Dr. Rosen’s sole determination, are required to receive such information for the purposes of 
medical treatment, medical quality assurance and peer review. 
 
______________________________________________(Name of Patient, Parent or Guardian ) 
 
_______________________________________________(Witness) 

Revised 8/17/00 


