@ Saint Alphonsus

SURGICAL/PROCEDURAL INFORMED CONSENT - SAHS-411

Patient Name: Date of Birth:

Provider Name:

Facility: 0O Baker City O Boise 0O Nampa O Ontario O Clinic:

Procedure(s) (no abbreviations):

MEDICAL CONDITION AND PROCEDURE: My medical provider has discussed my medical
condition with me, as well as the procedure identified above. | understand what is involved in this procedure,
including that 1 may need to receive anesthesia, sedation, or both. Risks and side effects associated with
anesthesia or sedation will be discussed with me and | may be asked to sign a separate consent regarding
anesthesia or sedation prior to my procedure. | also understand that | have the right to refuse this procedure.

RISKS: I understand that all medical procedures involve risks, which may range from minor discomfort to
allergic reactions, bleeding, blood clots, heart attack, infection, injury to surrounding areas, nerve injury,
respiratory failure, kidney failure, severe blood loss and stroke. My medical provider has discussed with me
specific known risks associated with this medical procedure. If any of these risks occur, their treatment may
require additional procedures. These risks can be serious and possibly fatal. I understand and freely assume
these risks.

Additional Risks (if any):

ALTERNATIVES: My medical provider has explained to me the alternatives to this procedure, including
the risks and benefits of these alternatives. Examples of alternatives include monitoring or no treatment, which
may have serious consequences.

Additional Alternatives (if any):

BENEFITS: My medical provider has discussed with me the possible benefits associated with this
procedure. | understand that there is no certainty that | will achieve these benefits. No guarantees have been
made to me regarding the outcome of this procedure.

Benefits of the Procedure May Include:

After being informed of the risks, benefits, and alternatives to the procedure identified above, | choose to have
the procedure.

CARE TEAM: I authorize my medical provider identified above to perform this procedure. | understand
that he or she will be assisted by a care team that may include: anesthesia providers, nurses, technicians, and
medical device specialists. This team may also include other attending surgeons, residents, fellows, medical
students and advanced practice professionals. | authorize such individuals to perform portions of the operation
or procedure that is within their scope of practice and under the direction of the medical provider identified
above.
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SURGICAL/PROCEDURAL INFORMED CONSENT - SAHS-411

Patient Name: Date of Birth:

By my signature below, I confirm that (i) my medical provider has explained the above information to me,
answered all of my questions, and provided a more detailed explanation if | requested it, and (ii) |1 understand
the above information and consent to my medical provider performing the procedure identified above. |
understand that unforeseen conditions may arise during the procedure, which, in the judgment of my medical
provider, may require additional or different procedures and/or treatments. In such event, | hereby authorize
my medical provider to do whatever he or she, in his or her professional medical judgment, considers
medically to be in my best interest. | further understand and agree that this document is in addition to, and not
in replacement of, my Consent for Medical Care and Patient Services Agreement and any other consent that |
execute.

Signature of Patient Date Time

The patient is unable to sign because

For this reason, | give consent to the procedure on behalf of the above-named patient.

Signature of Patient’s Representative Relationship to Patient Date Time

Interpreter Services:

___Telephonic interpreter ___ Video-remote interpreter In-person interpreter

Interpreter’s Name Signature and/or 1D# Date Time

The signature of the Witness signifies: (i) the Witness confirmed the Patient (or the Patient's Representative, as
applicable) has no further questions for the medical provider; and (ii) the Witness either observed the Patient/Patient
Representative execute this form or verbally confirmed with Patient/Patient Representative that the respective signature
on this form is Patient's/Patient Representative's signature.

Witness:
Signature Date Time

By signing this form, medical provider confirms that he or she has explained the above procedure information and
received the Patient's or Patient Representative's informed consent prior to the procedure being performed; OR

0l Emergency Consent: Medical provider reasonably concludes there is a substantial likelihood of the Patient's life or
health being seriously endangered by a delay in the procedure and the Patient/Patient Representative cannot provide
informed consent.

Medical Provider:
Signature Date Time

(Office Staff only): Date of Birth:
Patient Name (Last, First):
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— Important Information —

Saint Alphonsus Health System, Inc. honors the sacredness
and dignity of every person, complies with applicable Federal
civil rights laws, and does not discriminate on the basis of
protected classes, including but not limited to, race, color,
national origin, age, disability, or sex.

Saint Alphonsus Health System, Inc.:
* Provides free aids and services to people with
disabilities to communicate effectively with us, such as:
* Qualified sign language interpreters
* Written information in other formats such as
large print, audio, accessible electronic and
other formats
* Provides free language services to people whose
primary language is not English, such as:
* Qualified interpreters
¢ Information written in other languages

If you need these services, contact our Community Services
Coordinator at 1-866-727-6248.
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Burmese
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Chinese
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Farsi
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French

ATTENTION : Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement.
Appelez le 1-866-727-6248 ATS :1-844-801-7932.

Japanese

ARFR BREEZEINZSE BROEERECHAVIUET,
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Karen
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Kirundi

ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo
gufasha mu ndimi, ku buntu. Woterefona 1-866-727-6248
TTY: 1-844-801-7932.

If you believe that Saint Alphonsus Health System, Inc.
has failed to provide these services or discriminated in
another way on the basis of race, color, national origin,
age, disability or sex, you can file a grievance in person,
by mail, fax or email to:

« Patient Relations Coordinator,

1055 N Curtis Road, Boise, Idaho 83706
* Phone: 208-367-6226 | Fax: 208-367-8181
+« Email: BO-PatientRelations@saintalphonsus.org

If you need help filing a grievance the Patient Relations
Coordinator is available to help you.

You can also file a civil rights complaint with the US
Department of Health & Human Services, Office of Civil
Rights electronically via web, by mail or phone to:
* US Department of Health & Human Services,
200 Independence Avenue, SW, Room 509F,
HHH BuildingWashington, DC 20201
* Web: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf
* Phone: 1-800-368-1019 | TTY 1-800-537-7697

Nepali

A GfYEY; TURES AOTelt SIE @ i AURES! AEl I S dareg
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1-866-727-6248 =ffars: 1-844-801-7932 |

Russian

BHMUMAHWE: Ecnu Bbl roBOopuTe Ha PyCCKOM fA3blKe,
TO BaM AOCTYMHbl 6ecnnatHble ycnyru nepesoaa.
3BoHuTe 1-866-727-6248 Ttenetann: 1-844-801-7932.

Serbo-Croatian

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke
pomodi dostupne su vam besplatno. Nazovite 1-866-727-6248
TTY- Telefon za osobe sa oste¢enim govorom ili sluhom:
1-844-801-7932.

Spanish

ATENCION: si habla espafiol, tiene a su disposicidn servicios
gratuitos de asistencia linguUistica. Llame al 1-866-727-6248
TTY:1-844-801-7932.

Swahili

KUMBUKA: |kiwa unazungumza Kiswahili, unaweza kupata,
huduma za lugha, bila malipo. Piga simu 1-866-727-6248
TTY: 1-844-801-7932.

Urdu

IS s lsipm (e Sxdp Slpg 58 33 58 Oty 38 90 sn 2 S 30 81l g
1-866-727-6248 us»s 1-844-801-7932

Vietnamese
CHU Y: Néu ban nai Tiéng Viét, cé cac dich vu hd trg ngén ngir

mién phi danh cho ban.
Goi s6 1-866-727-6248 TTY: 1-844-801-7932.
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