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Section I - General Consent for Admission, Assessment and Treatment (to be completed upon admission/visit)

� Inpatient � Outpatient � Day Procedure

Name of Admitting/Responsible Physician (please print):

I, _____________________________________________________________________________________________________ consent to:

(a) admission, investigation, assessment or treatment as may be deemed medically necessary and that Calgary Health Region medical staff

and other health practitioners (including residents, medical students and others in training) will perform such examinations, care and

treatment;

(b) blood testing for blood-borne viruses, Hepatitis B, Hepatitis C and HIV, in the event that a health care worker is exposed to my blood

or body fluid, provided that the results of this testing will be kept confidential and will be used only for the purpose of diagnosis and

treatment of that health care worker.  If positive, my results will be reported to the Calgary Health Region Medical Officer of Health as

required by the Public Health Act and treatment will be offered;

(c) any tissue that is removed during the procedure(s) may be retained for education and/or research;

(d) the use of anesthetics if medically necessary;

(e)   the administration of blood and/or blood products if medically necessary;

I understand that:

(f) I may, at any time, refuse to undergo any particular procedure or treatment or accept recommendations for treatment;

(g) I have chosen to keep in my possession, and/or deposit in safekeeping, my personal belongings and I release the Calgary Health Region

from any claim whatsoever with respect to loss or damage of this property;

(h) there may be additional charges related to treatment in the facility which may not be covered, or may exceed my plan benefits.  I accept

responsibility for payment of any additional charges.

Signature of �  Patient Date Time

��       or � Legal Representative    (YYYY/MM/DD)

Signature of Witness Witness Printed Name

Section II – Consent for Specific Procedure (to be completed by physician)

I consent to, and confirm that the nature and anticipated effects of the specific procedure(s) outlined below, including the significant risks and

alternatives available, have been explained to me by Dr. _____________________________________________________________________ ,

and I am satisfied with, and understand the information provided to me.

Procedure(s) (write in full without abbreviations, preferably in layman’s language): ______________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Signature of �  Patient Date Time

��       or � Legal Representative    (YYYY/MM/DD)

Signature of Witness Witness Printed Name

Physician Certification Statement

I hereby certify that I have explained the above procedure(s) to the above named patient/legal representative who, in my opinion,

understands the nature, risks and consequences.
Signature of Physician Date Time

   (YYYY/MM/DD)

Admission,   Assessment,   Treatment
and/or  Specific Procedure Consent
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� ACH � PLC

� CBVCC � RGH

� FMC � Other ____________

(print name)

                   on behalf of

(print name)
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Alternate Consent                                                                                For ���Section I     and/or   ���Section II

� Consent has been received, but unable to obtain signature because:

OR

�  Telephone

�  Fax

�  Other ___________________________________________________________________________________________________________

Name:

Legal Status to Patient:�  Parent Date Time

�  Other (Specify)    (YYYY/MM/DD)

Witness Signature Witness Printed Name

* One Witness (health professional) should confirm consent for patients unable to sign and for telephone consent.

Obtaining Consent of a Non-English Speaking Patient                   For ���Section I     and/or   ���Section II

I acknowledge that I have interpreted the contents of this Consent Form to the patient and I believe that the patient understands the

contents.

Signature of Interpreter Date Time

   (YYYY/MM/DD)

Procedure for Emergencies When Patient Unable to Give Consent                                  For Section II only

I/We hereby certify that this is a true emergency, that the patient is unable to give consent, and there is no indication the patient has

withheld consent for this procedure.

Signature of Physician # 1 Date Time

   (YYYY/MM/DD)

Signature of Physician # 2 Date Time

   (YYYY/MM/DD)

* Two physician signatures when considered appropriate.

Procedure for Needed Treatment Under Section 20.1, Dependent Adults Act                         For Section II only

We hereby certify that this patient is in need of treatment and we have been unable to contact a legal guardian; a personal directive does not

designate an agent to give the consent and a personal directive does not contain any clear and relevant instructions.

Signature of Physician # 1 Date Time

   (YYYY/MM/DD)

Signature of Physician # 2 Date Time

   (YYYY/MM/DD)

* Two physician signatures required when unable to obtain consent or instruction from a personal directive.

* Responsible Physician should itemize steps taken to obtain consent in a progress note or on this sheet.

Notes:
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