Surgery/Procedure Consent Form Fiff- fiiAE=E e, P

Name of Surgery/Procedure: Ffj - i =,

Name of Counseling Doctor: 7t BA1H 4 Effi %

Name of Patient: BE %

For the Patient/Guardian 2% - (R &EH

I understand the above Surgery/Procedure to be: (Please write in layman's language)

EEROFM-MRE—MRAEZ T~~~ EEBBELEL,

I understand the nature and goals of the above Surgery/Procedure. FERDFAf - MXDEHREBWEEMBLELT =,

I understand the potential benefits, risks and complications of the above Surgery/Procedure.

ERROFi- MDA R -VRY - EHHEEEBRLEL =,

I understand the potential risks of not undergoing the above Surgery/Procedure.

LEROFM ML TS5 EICRIVIDIRA VDO RIREME ML ELT=,

I have been informed of medical research which the above Counseling Doctor believed relevant to the above

Surgery/Procedure.* EEEDFli - M X RINEFICA LGOIt DTHLIEEHAERMASHAEZITEL=,

I have been informed by the Counseling Doctor of alternative treatments and their potential benefits, risks and
complications.* R DOYDEEEEEZDFI R VR - GHEEREIT DNV TEHAZZITHEL=,

*In cases of emergency, I understand that the Counseling Doctor may not have time to effectively carry out this task.

RRRICERIER - NEEZRELTDRBRAZ T IRENBVELHHLHBLTVET,

I am aware that the above Surgery/Procedure may require a blood transfusion or use of blood products, and that this
entails the risk of disease transmission, including hepatitis and Human Immunodeficiency Virus (HIV).

EREOFAM - M= pIcEm - MR EAIEROBEMENEL, TNUZLOTEIFRISNDIT K -HVGEDRERREDRIREMDHRAE
ZIFTWET, (Cross out if not applicable) (ZHEBHAEVSGEEELTRELY)

I am aware that the above Surgery/Procedure may require general anesthesia and I understand the potential risks and
complications of this. LEEDFMr - MiXIF @R P TEH MBI UVEZ DRIRELLHY, £ FMBFDOVRVEAFHEDRIBEMIZD
WTHEBAZZIFTTLET, (Cross out if not applicable) (ZHEBHARNGAITELTTRILY)

Name of Guardian (if the Patient is under 18 years old or
is unable to give consent): {RFEZE DB (BEMN 8UT

f Patient: 2 . :
Name of Patient: % CBANEERERCE S LB ARE IS A)

Signature ¥~
M | Signature 1~
Year F Month___H Day___H Time FF pat
Relationship to Patient: F& DR
AM
Year F Month_—_f Day—_H Time F puv
Name of Counseling Doctor: ZiBA#H HERT4E = - . . . *  Signature ¥V
Name of Counseling Doctor's clinic/hospital: B - Bt 4
Date and time when the above Surgery/Procedure is due to . AM
be performed: LEEFMr- M= DF & B LK E Year % Month__J Day  H Time B,

Hospital where the above Surgery/Procedure is to be performed:

EROFM - M XEITIERMED

Name(s) of doctor(s)/ practitioner(s) who will perform the above Surgery/Procedure:

EROFM - M XEATIER - FEREDLH]
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