
Consent Forms for Surgical or Invasive Procedure 
MATILDA INTERNATIONAL HOSPITAL with/without Anaesthesia and/or Blood Transfusion 

Clinical Management Policies Form CMP/CS.1 [1] 

Please adhere Patient label 

PATIENT DETAILS: 

A3 FORMAT 

PART A� 

(1) (i) I, ---------------- (The Patient), hereby voluntarily give my consent to undergo the 

procedure (the Procedure) of--------- ---------------------

to be performed by Dr. under general/monitored anaesthetic 

care/regional/intravenous sedation/local/no anaesthesia. 

;zjs:,A' --------- - (mAPi�)' tEJl:t��ti�EE - --------- u��*A�1T

OR� 

(ii) I, , the father / mother / legal guardian of

_ _____________ _ _ _ _  (The Patient), hereby voluntarily give my consent for the patient

to undergo the procedure of ______________ ________ ________

to be performed by Dr. --------- - - ---------- -- ,under general/monitored 
anaesthetic care/regional/intravenous sedation/local/no anaesthesia. 

_____ _ _  U�lHt�fi ____ _ _ _ __________ ________ __ _ 

(2) I acknowledge that, before signing this consent form, I have been fully informed about the proposed Procedure, including the
following: :zis:A��tt�WJl:t���M , B�1���Jl:t-=J=.vfcr/UffimJ¥.ziU-4, -§J:!:
(i) Indication for performing the Procedure. ��J1H'f*Ifi:-=J=.vfcr I Uffiml¥.zffli:1251
(ii) General nature of the Procedure. *rW:-=J=.vfq/UffimJ¥.z'i"1�
(iii) Potential general risks of complications and side effects, including but not limited to bleedings, wound infections, chest

infections, other infections, heart attack, stroke, blood clot in the leg veins, blood clot travelling to the lungs, and death.
*rW-¥ffi1uffimJ¥1iJfig/�13'91B�:&1Jf�1.tE , -§J:!1.tFf�Nmt±ntn, 1i□��, �rli�, �fm��, ,c.,iim�, $00, *��HIK
1i� , flrli"Jtn�;J-i� , !-::Z:&9Ei=

(iv) Potential specific risks of complications and side effects relevant to the Procedure and the Patient's condition.
*rW-¥v1lr1uffimJ¥:&�mAt�>£��.zj�1:EtB�:&1Jf�1.tE

(v) Other treatment options, and consequences of no treatment. �{ih53ffiJJ5!:& 1'���ffi}'Jrl;!/Hl�Et91&�
(vi) Additional and/ or consequential treatment(s) or management which may become necessary during or after the

Procedure including: *rW:-=J=.vfcr/UffimJ¥1±ilH'r $ �5f./3.lH& QJfi��� Et9tU��ffi/-=J=.vfq , '§j:!

□ intensive care; j�jHJJ�ffi
D blood and / or blood product transfusion; fH,JJtn
□ conversion to open procedure from minimal invasive procedure. EEt'&iUff�fffl��-=J=.vfq
□ others �{ih53ffiml¥(�maA) : -------- - - - ----------------­
(Please tick box if applicable, and/or insert other treatment or management if applicable. iI✓@fflJj:j § :s.HUa�J:t{fu@ffl £ii;/j)
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(3) I understand that *A BJ'l 8

(i) by necessity, medical practitioners other than the Doctor may assist in performing the Procedure;
�□��Jg , �_t3ittu�Pr , or���JgH1tg���!JiH�:rw¥vrtf1■Mmff

(ii) if tissues or organs are removed during the Procedure, they may be submitted for pathological examination following
which they will be disposed of appropriately, or they may be disposed of without such pathological examination;
£1±¥vftflmFs1� •H�'@:-#,§J�H.&:tJJ� , 3§��'@;-#Jl�oJ��t.&'.�� , •5t1-P8i!{t$ , �fit.&:�� 0 

(iii) during the Procedure, photographs or other recording may be taken which may be used for medical documentation
or teaching purposes. For the latter, the Patient's identity will not be disclosed or identifiable; and

M�¥�■-�mor••••�--��*�•-••m�,M�•«•aJ-.z•e��--��--� 0 

(iv) there is no guarantee that the Patient's condition or prognosis will improve following the Procedure.
mfiM�¥ffi�Mmff•���&8J-.ffi�-�--�-�- 0 

(4) If the procedure is for the purpose of my sterilization, I understand that there is a possibility that I may not remain sterile after
the sterilization procedure. (Delete this paragraph, if not applicable)
£Mmfitit1il'¥vftf , *J-.aJ'I s ¥vl'Hi or��1n��1il'��n ° (Po�.iiNmiif!lf/!j,)

(5) I confirm that I have been provided with an information leaflet on the Procedure _____ _  (attach copy if applicable),
and that I have reviewed the same, and that I fully understand the contents. (Delete this paragraph, if not applicable)

:zls:J-.nlt���Jj��-rW¥vl'tf!UMmff�-M�� ----- (�□�lliHHU11_c), �Blmlf[&%:i:BJ'I BHl7'J� 0 (�D�@ffl
oJfflllJ�)

Patient's Signature a;__•w 

ID/Passport No .filfill�AA!MI : _______ _ 

Date El!m: _______ (dd/mm/yy) (El/J=l/1¥) 

Signature of Witness (Witness of PatienUFather/Mother/Legal Guardian's Signature) 

�•;__•w (filaJ'laJ-.15c�,��;.g-51�i1;__•w zJi&J-.) 

Witness's Name Ji&J-.P1'i5 : _________ _ 

Date El!m: ________ (dd/mm/yy) (El/J=l/1¥) 

Father/Mother/Legal Guardian's Signature :xJJVfJ:l,/g-;H��)JHl' 

ID/Passport No .filfill�m'i!JMI : _______ _ 

Relationship�{� : ____________ _ 

Date El!t� : _______ (dd/mm/yy) (El/J=l/1¥) 

DOCTOR'S DECLARATION G=�HBJ:I : I have explained the nature, risks and benefits of the operation to the patient and have answered 
the patient's questions. To the best of my knowledge, the patient has been adequately informed and has consented, and the details 
as such have been documented in the patient's clinical record. *ABi□J_c3lttzaJ-.MlfMrW¥vl'tfl�Mmff�tt�, /!l�&��fia , � 
BM�HRW����■ 0 -*J-.ffii!M•aJ-.B■•���-M&B•��••·�-�-MB2•1'faJ-.�8■pg 0 

Doctor's Signature U�-W 
Date El !t� : ________ (dd/mm/yy) (El/ .Fl /1¥) 

INTERPRETER'S DECLARATION il�UU:f=BJ:I: I, _________ ,certify that I have truly, distinctly and audibly interpreted 
the contents of this document into (insert language or dialect) ______ to the Patient/Father/Mother/Legal Guardian.
*A , ________ Bl□l•W J-.!5c�l��l.g-5!�liJ-.�□'.l':tth&5Mi:ttM�1!t�•·�pg�llffi�m (�tg"-h°tg°) 0 

Interpreter's Signature llffi��•w 

ID/Passport No .filfill�AA!JJHi,1§: _______ _ 

Date El lm : (dd/mm/yy) ( El/J=l/1¥) 

nea ,e e

PATIENT DETAILS: 
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MATILDA INTERNATIONAL HOSPITAL 

Clinical Management Policies 

Consent Forms for Surgical or Invasive Procedure 
with/without Anaesthesia and/or Blood Transfusion 

Form CMP/CS.1 [1] 

ease adhere Patient Lobe 

PATIENT DETAILS· 

A3 FORMAT 

PARTB � 
(For Blood Transfusion or when no anaesthesia is required. Part 8 of the consent is not required) ((IJJJJJ/,$.f,lftffjfflili§U, MJ.6NZ.i!J@-fti!l! 

(6) (i)

OR� 

(ii) 

CONSENT FOR ANAESTHESIA m A Mt� Jii m [i!ij � ii 

I. ------------------ (The Patient), hereby voluntarily give my consent to the
administration of the forms of anaesthesia as listed in (7) and for the Procedure set out in Part A 1 (i)(jor surgery)

I, , the father / mother / legal guardian of 

(The Patient), hereby voluntarily give my consent 
for the Patient to the administration of the forms of anaesthesia as listed in (7) and for the Procedure set out in 
Part A 1 (i)(for surgery) 

(7) Type of anaesthesia ffWH.lUllJ:

D General Anaesthesia ��ffM 
D Monitored Anaesthetic Care �5�!ffM 
D Intravenous Sedation ijf/lJK5:UHUJ�j 
D Local Anaesthesia / Topical Anaesthesia rnJi½�Jil\liM/�imffM 
D Regional Anaesthesia (Spinal/Epidural/ _________ _ 

�±tffM(*m1�tfil.iP1'1 ____ _ _ ___ ffft)
Anaesthesia) 

D Regional Anaesthesia (Spinal/Epidural/ _ _ _______ Anaesthesia for labour and delivery) 
�±tffM(*ml�fil.i9i'I fflm53'�8'9ffM) 

D Possible combination of the above !-)._r_ 1:iJfi�z#Jl...g. 

D Others !tfm: ------------------- - - -------------

(8) I acknowledge that, before signing the consent form, I have been fully informed about the possible risks / complications
associated with anaesthesia: �A��tt�ffJ.tt���M • i::Aif�lU�ffMzJ!\.�.&{#&�z��:

(i) General risks/ complications -ffi�J!lll1t& 1lH�n
♦ Minor problems are common, including but not limited to nausea and vomiting, general aches and pains, shivering,

headache, dizziness, post operative pain and pain at injection sites, and sore throat.
m�z•mma�'§�@=f�m&�.&•tt•-•••· ■M· ■•·••·�ffi•.&��n�z••·••B'-J••·

♦ Serious complications from anaesthesia are uncommon, including but not limited to breathing difficulties, stroke or
brain damage leading to permanent disability, strain on the heart resulting in heart attack, anaphylactic drug
reactions, awareness whilst under general anaesthesia and damage to teeth & lips.
itlffftflij��Z�£{#&�slft=fm� 0 �ll{#&�'Eit'i!if.§.=f�NmnJl!&�H. lt]i:p)!\,���B��fffislJmB'-JJJ<�tt{l9l • ,t,)ii
��fffislJmB'-J,t,J1iffef. �4m'l1:ifilf!&.&Ji'-. ��ffM't�55Lr1J3-0iU�5wM. �ti.&r:::l��t� 0 

• Some of these serious complications can be fatal. 11UliJ�£1#&�1:iJ��9Er

(ii) Any risks relevant to the patient itf-H�ffeJAZJ!lilu
♦ Risks may be increased due to co-existing problems such as Diabetes, high blood pressure, heart disease, kidney disease, 

respiratory disease including asthma, common cold or influenza, smoking, overweight and old age. 
m�*1tJr91JzffefA@.8Llffi55LfffitUt-: lil7-Kffef • �@� • ,t,J1iffef • �ffef • nlfn.&�#Jc�ffef('§��ilw) • �� • n,&� • �* • 1¥�
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Consent Forms for Surgical or Invasive Procedure 
MATILDA INTERNATIONAL HOSPITAL with/without Anaesthesia and/or Blood Transfusion 

Clinical Management Policies Form CMP/CS.1 [1] 

( iii) Specific risks/ complications associated with regional/ spinal/ local/ epidural anaesthesia are uncommon. They include 
�±�/'i1i't,i/ fiiJM�/�UUHill'f.:z.J!llln/ fMUf:Mi'f� � • :J!'!; §l'2;:
♦ Block may not work or work only partially, requiring supplementary anaesthesia 8!!$/rnlf$8!!$*1i�Rjf1'\=ffl , ii'ii■�U9�Mll$
♦ Block may be too extensive requiring cardiovascular and respiratory support 8!!$�JJ'ii'ii5IJJut,,Jill�&ofi&■�mM
♦ Headache after spinal or epidural anaesthesia :l!f-ffil§JZ�nU�8!!$ff.zm!�
♦ Pain, bleeding or infection at site of injection 5i!l.l-tllll1:fz.�� , t:l:llill§JZ��
♦ Damage to spinal cord, adjacent nerves, blood vessels or organs :l!f-�' f.!lllit$� 'Jill�:§JZ��.zmfi
♦ Paraplegia/ paralysis ltJll/jff�

(9) I acknowledge that, before signing this consent form, I have been fully informed that the quoted complications / risks of anaesthesia 
are not exhaustive. Rare complications may not be listed. 
*A■■n••��••n•s�e����••��t:1:Jffi�m•m••·•��M�.2.m•��•n*�ffitt�·

(1 0) I understand that by necessity, medical practitioners other than the undersigned Doctor may assist in conducting the anaesthesia. 
*A�e��-�·-��--���*·�-•�-���---fi■Jl$@ff•

(11) I confirm that I have been provided with an information leaflet on anaesthesia, _______ (attach copy if applicable), 
and that I have reviewed the same, and that I fully understand the contents. (Delete this paragraph, if not applicable)
*A■ai&:n�-�*Jll:8ll$@ff�iU.l�sN ---- - -- (fO/j(f(;jjfJg(f(t....t) 'ttBOOUl&�:itB./'19H�.W O (Po::r:JNJIJaJI/IJIJ/J#JftfffJ 

(12) The consent shall be subject to review after a period of 6 months.
�--�1±6@.J'l filUrif�

Patient's Signature ffef )..Ji� 

ID/Passport No �15HiE/�f\UJJB,\li : _ _ _ _ _ _ _ _  _ 

Date B��: _ _ _ _ _ __ (dd/mm/yy) (B/j=j/4) 

Signature of Witness (Witness of Patient/Father/Mother/Legal Guardian's Signature) 

�m)..Ji� (filaft.lffef )..J:Sc�lisJ�l�5!��A*� z�mA) 

Witness's Name �mAtt,s : _________ _ 

Date B��: ________ (dd/mm/yy) (B/j=j/4) 

Father/Mother/Legal Guardian's Signature '.'lcl.li?Jl.l�;!��AJiW

ID/Passport No �-/53-'fil/��JHM\li : _______ _ 

Relationship ll1� : _____ ________ _ 

Date B�� : ___ _ ___ (dd/mm/yy) (B/j=j/4) 

DOCTOR'S DECLARATION ��§1:aJ:J : I have explained the nature, risks and benefits of anesthesia to the above signatory and have 
answered the above signatory's questions. To the best of my knowledge, the above signatory has been adequately informed and 
has consented, and the details as such have been documented in the patient's clinical record. �ABfol ... b11*�1ifWHi�J:![Jif,jfi!l$�/¥ 
�tt•--����·�BM�•m���ll�■ ••*Affi�M·�W•W«B•ffl���--&B•��-•·�=�•-B�SGffef 
A�ffef/Mpg 0 

Signature of Doctor responsible for the anesthesia 
��amz�':t*� 

Doctor's Name �':E.91,s : __________ _ 

Date B �� : (dd/mm/yy) ( B /j=j /4) 

INTERPRETER'S DECLARATION ilrni�§!:aJ:J: I, _ _ _ _ _ _ _ __ ,certify that I have truly, distinctly and audibly interpreted 
the contents of this document into (insert language or dialect) _ _ ____ to the Patient/Father/Mother/Legal Guardian. 
*A, _ _ _ _ _ _ __ Bfol*�A/:>c�/£Jffl/�5!�iiA:tlD'l'.±&&5i!i�±ili��Jtt�•·�pg�lffi�m (���JJ�) o 

PATIENT DETAILS: 

Interpreter's Signature ll'l��*� 

ID/Passport No �1Jtfil/�J\�Hmli.\li : _______ _ 

DateB�� : ________ (dd/mm/yy)(B/j=j/4) 

Compiled (Rev1) by PHA & referenced from HA92512/MR 
Revised by OT Manager 
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Revision 12 (2024) 
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