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INFORMED CONSENT FORM – SPECIAL PROCEDURE

	Patient Information


	 
	PATIENT NAME:
	
	
	
	
	
	
	 
	DATE:
	 
	
	 

	 
	HEALTH INSURANCE:
	
	
	
	
	
	 
	DOB:
	 
	
	 

	
	
	
	
	
	
	
	
	
	
	
	
	



1. I, _________________________________, hereby authorize Dr. ____________________________, his or her designee and the Pro Salud Clinic staff (as may be applicable based on their training and qualifications) to perform the following special intervention(s) or procedure(s):
☐ Skin Biopsy           ☐ Intra-Articular Injection (Series: _______)  	 ☐ Abscess incision and drainage
☐ Colposcopy  	☐ Arthrocentesis (removal of joint liquid)             ☐ Insertion of an intravenous catheter
☐ Wound Repair:     ☐ Suturing     ☐ Steri-strips    ☐ Dermabond	  ☐ Therapeutic Treatment
☐ Pelvic Exam/Procedures (includes PAP, IUD, Ultrasound/Transvaginal US, Cervical Biopsy, Manual Examination, Other)
☐ Rectal Exam   ☐ Breast Exam
☐ Other: ____________________________________________________________________
☐ I am allergic to the following medications:   ________________________________________________________________________________________
2. The  doctor has explained to  me  the  nature and purpose of the intervention  or special procedure, and  has  also  informed  me  of  the  possible complications, discomfort,  and  risks inherent  to  the proposed intervention, and the following in particular: ____________________________________
_________________________________________________________________________________ 
3. I have been informed of the existing reasonable alternatives to the treatment, the risks, benefits and side effects associated with these relevant alternatives, including the possibility of not receiving care or treatment, and the benefits of the procedure that will take place. Likewise, it has been explained to me that it is not possible to guarantee the desired results with this intervention.
4. I have been informed and understand that in the course of the proposed intervention, unforeseen situations may arise that require additional procedures. Therefore, I authorize the implementation of these procedures if the attending doctor deems it appropriate.
5. I have been given the opportunity to ask questions and all of them have been satisfactorily answered.
6. Finally, I declare that I have received and fully understand all the information with respect to the proposed procedure, that all the blank spaces have been completed prior to me signing this document, and that I am able to express my consent. 
________________					________________
Initials of the patient or responsible person			Initials of the Interpreter (If applicable)
________________					________________
Date (MM/DD/YYYY)						Date (MM/DD/YYYY)
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☐	If this box is checked, the procedure was explained to the patient in _______________(language) by an interpreter ☐ personally known or ☐ provided by Pro Salud Clinic. This form is witnessed by ________________________________ (interpreter) who certifies that to the best of his or her knowledge, the patient has understood the procedure, its benefits, and its risks and has asked questions that have been answered and is giving consent to proceed. 



___________________________________		___________________________________ Signature of the patient or responsible person			If applicable, the signature of the Interpreter

________________					________________
Date (MM/DD/YYYY)						Date (MM/DD/YYYY)



DOCTOR’S DECLARATION:
Let it be known that I have explained the nature, purpose, benefits, risks, and alternatives of the procedure(s) described above, and I have answered all questions that the patient has asked me.

___________________________________________			__________________
Doctor’s Signature and License Number					Date (MM/DD/YYYY)
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