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SURGICAL/PROCEDURAL INFORMED CONSENT - SAHS-411 

Patient Name: _______________________________________________________Date of Birth: _______________ 

Provider Name: __________________________________________________________________________________ 

Facility:    Baker City     Boise  Nampa  Ontario       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.  I understand what is involved in this procedure, 
including that I may need to receive anesthesia, sedation, or both.  Risks and side effects associated with 
anesthesia or sedation will be discussed with me and I may be asked to sign a separate consent regarding 
anesthesia or sedation prior to my procedure. I also understand that I 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. I understand that there is no certainty that I 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, I choose to have 
the procedure. 

 

CARE TEAM: I authorize my medical provider identified above to perform this procedure. I 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.  I 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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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 I requested it, and (ii) I understand 

the above information and consent to my medical provider performing the procedure identified above.  I 

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, I 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.  I 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 I 

execute. 
  

____________________________________________________________________  ___________  ____________ 

Signature of Patient         Date  Time 
 

 

The patient is unable to sign because __________________________________________________________________.    

 

For this reason, I 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 ID#   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  

     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): 
Patient Name (Last, First): 

Date of Birth: 
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