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I,  Dr ................................................................................................................................ have discussed with

.......................................................................................................................................  D.O.B ....../......./.......

the need for him / her to have the following medical treatment and/or procedure ..........................................

.........................................................................................................................................................................

.........................................................................................................................................................................

We have discussed what alternatives are available; the nature and risks of this medical treatment and/or 
procedure; the risk that it may not give the expected result, and the possibility of altered or additional 
procedures being required.  We have also discussed the fact that the medical treatment and/or procedure 
may involve anaesthetics, medications and/or blood transfusions, blood products and that these also carry 
risks.  On the basis of this understanding, we agree that I perform, and he/she consent to, this medical 
treatment and/or procedure.

Doctor ............................................................ (Name) ................................................Date......./......./........
                    (Signature)

Patient ........................................................... (Name) ................................................Date......./......./........
                    (Signature)

                                                                         OR
            CONSENT BY PERSON RESPONSIBLE
          TO MEDICAL OR SURGICAL TREATMENT
I, Dr ................................................................................................................................have discussed with

............................................................................................................................ the person responsible for 

........................................................................................................................................D.O.B ......./....../........

the need for the latter to have the following medical treatment and/or procedure ..........................................

.........................................................................................................................................................................

.........................................................................................................................................................................

We have discussed what alternatives are available; the nature and risks of this medical treatment and/or
procedure; the risk that it may not give the expected result, and the possibility of altered or additional 
procedures being required.  We have also discussed the fact that the medical treatment and/or procedure 
may involve anaesthetics, medications and/or blood transfusions, blood products and that these also carry 
risks.  On the basis of this understanding, we agree that I perform, and he/she consent to, this medical 
treatment and/or procedure.

Doctor .............................................................(Name) ................................................Date......./......./........
                               (Signature)

Person Responsible....................................... (Name) ................................................Date......./......./........
                                (Signature)
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