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Consent Form:

A legal document signed or marked by a patient or legal authorized
representative voluntarily, without coercion or undue influence, prior
to any medical

Treatment/procedure. This form states that the patient agrees to
undergo the recommended

treatment/procedure and is aware of any possible risks that might occur
Purpose:

To guide healthcare providers in obtaining and documenting Informed
Consent. Informed

Consent protects patients and avoids putting them in powerless and
vulnerable situations.

This policy sets out expectations of healthcare providers to implement
processes that shall

ensure:

Providers abide by legal, professional and ethical obligations in
obtaining informed

Consent prior to managing their patients’ medical condition/s.
Sufficient information is provided to patients in order to help them
make informed

Voluntary decisions whereby they either accept or refuse a treatment or
procedure.

The right of patients to refuse treatment or to withdraw their consent
shall be respected

(Please refer to the Ministry of Public Health Patients’ Bill of Rights
and Responsibilities).

The patients’ cultural requirements shall be respected and fulfilled
whenever possible.

This policy is compulsory and the Ministry of Public Health (MOPH)
mandates all healthcare

providers to ensure compliance with the legal and ethical standards
outlined within this policy, in

Obtaining Informed Consent from patients/legal authorized
representatives.

I'had the opportunity to read this form and ask questions, my questions
were answered to my satisfaction, and I agree to any proposed
treatment.

I authorize the attending physician to treat me and do further treatment
if needed, God forbid.

The therapist advised me that antibiotics, analgesics and other
medications can cause allergic reactions

I understand that it is my responsibility to inform the doctor if I am
allergic to a particular drug and any medications I am currently taking.

I understand that during treatment it may be necessary that I may need
surgery

The Doctor he/she inform that:
The nature of the patient’s condition, diagnosis and treatment/

Procedure/s to be performed.

Nature and probability of risks involved.

Potential complications associated with the recommended
Treatment/procedure.

Person/s involved in the procedure
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