Consent for Surgery/Procadu~~

.}
JLW Patient Name
239 Hurffville-Cross Keys Rd Suite 180
Sewell, N3 08080 856-341-8262 DOB

.

I (parent/representative) authorize Dr. John Tung

or his/her associates and such residents/assistants as may be selected by him/her to perform upon me
(or the above named patient the following surgery/procedure(s) on (Date):

1. Upper endoscopy and biopsy- insert small camera into the moufh, then the upper digestiw./e tract to take
pictures, obtain smal} pinches of samples called biopsies. Complications are rare but may include sore throat,
bloating, abdominal pain, bleeding and perforation.

II.  Colonoscopy and biopsy- insert small camera into

2. Iunderstand that during the course of the operative procedure, unforeseen circum

stances may develop, which may
réquire an extension or modification of the original procedure or a different procedure from that described above. I

5. I authorize Virtua Center for Surgery to dispose of any Severed tissue, organ or parts in accordance with their policy.
6. A vendor répresentative may pe present in the Operating Room/Procedure/Treatment Room. The role of the vendor

regarding equipment to be used.

7. 1consent to the photographing and televising of the procedure(s) to be perfomed, including appropriate portions of

my body, whether or not Recessary or advisable in the treatment of my iliness or Physical conditions. Ajl
photographs will rémain exclusively the property of the Surgery Center.

8. In the event of an accidental exposure of my blood or bodily fluids to a physician, contractor or employee of the
facility, I consent to testing for HIV and Hepatitis.

9. I agree to the administration of conscious sedation by my physician. The medically significant risks, complications
and altematives have been satisfactorily explained to me,

Patient’s Signature Date/Time Witness Signature
In the event the above named patient is an unemancipated minor, or is unable to sign for the following reasons:
(i.e. medical eémergency, patient unconscious, incompetent, etc)

The above Consent is given on behalf of the patient by:

Signature of Parent or Répresentative Date/Time Witness Signature
* Refers to any physician Surgeon, dentist or podiatrist performing a surgicaj procedure.
ATTESTATION STATEMENT: ! , the

The above referenced patient has been Provided with an expianation of the material risks and likely complication that are or may
Mme associated with this treatment/promdure/lnb-avenous sedat!on/analgesia, benefits, alteratives, if any, including the likely
outcome of not having the procedure,

.

Physician Signature Date/Time




