Patient identifier/label

Consent form 3

Patient/Parental (or Person who has Parental Responsibility)

 Agreement to Investigation or Treatment

(Procedures where consciousness not impaired)

Name of Proposed Procedure or Course of Treatment
(include brief explanation if medical term not clear)
Local anaesthetic + steroid injection LEFT/RIGHT carpal tunnel
Statement of Health Professional (to be filled in by health professional with appropriate knowledge of proposed procedure, as specified in Consent Policy)

I have explained the procedure to the patient. In particular, I have explained
The intended benefits:
Improve symptoms
Material, unavoidable, or frequently occurring risks
Infection (including joint sepsis), post-operative bleeding, failure to improve, recurrence of pain, nerve/blood vessel/tendon damage (numbness, pain, loss of function), complex regional pain syndrome, fat atrophy, skin depigmentation, exacerbation of symptoms (steroid flare), local tissue calcification, allergy, facial flushing
I have also discussed what the procedure is likely to involve, the benefits and risks of any available alternative treatments (including no treatment) and any particular concerns of this patient.

The following information leaflet/tape has been provided
…………………………………………………………………...
Signed
…….……………………………………………….

Date
…………………………………………………..……………….
Name (PRINT) …….………………………………………..

Job title
…………………………………………………..……………….
Contact details (if patient wishes to discuss options later): ……………………….………………………………………………..
Statement of Interpreter (where appropriate)
I have interpreted the information above to the patient to the best of my ability and in a way in which I believe s/he can understand.

Signed ………………………….………….Date ……………………………
Name (PRINT) …….……………………………..............
Statement of Patient/person with parental responsibility for Patient
I agree to the procedure or course of treatment described on this form.

I understand that you cannot give me a guarantee that a particular person will perform the procedure. The person will, however, have appropriate experience.

I understand that the procedure will/will not involve local anaesthesia.
Signed
…….……………………………………………….

Date
…………………………………………………..……………….
Name (PRINT) …….………………………………………..

Relationship to Patient
………………………………………..
A witness should sign below if the patient is unable to sign but has indicated his or her consent. Young people/children may also like a parent to sign here (see notes).

Signed
…….……………………………………………….

Date
…………………………………………………..……………….
Name (PRINT) …………………………………………………………………………………...
Confirmation of Consent (to be completed by a health professional when the patient is admitted for the procedure, if the patient has signed the form in advance) 

I have confirmed with the patient that s/he has no further questions and wishes the procedure to go ahead. 

Signed
…….……………………………………………….

Date
…………………………………………………..……………….
Name (PRINT) …….………………………………………..

Job title
…………………………………………………..……………….
Important notes: (tick if applicable)

(  See also advance directive/living will (e.g. Jehovah’s Witness form)

(  Patient has withdrawn consent (ask patient to sign /date here)
………………………………………………………
Copy accepted by patient: Yes / No (please ring)
1 copy for patient, 1 for case notes
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