Patient:  «Patient_FullName»     Date:   «Today's_Date»
Signature form for Anesthesia and Surgical Consent
Please fully read the laminated documents attached, entitled Anesthesia and Surgical Consent.  Your signature here indicates that
 you have read, fully understand, and have had an opportunity to have your questions answered concerning the treatment
           Consent for Surgery
1.Planned Procedures:    ________________________________________________________________________________
I consent to the removal of tissue and bone, draining of infections and any additional procedures associated with the primary procedure, that the doctor feels is necessary for the best outcome. I have read the attached consent forms and discussed the risks that may occur.  I believe I have been given, and fully understand, sufficient information to give my consent to the above surgery. I have considered, or tried, possible alternatives including no treatment.  I understand the possible consequences with treatment, and with declining treatment, both of which may result their own consequences, including my condition worsening.  I authorize the doctors, their associates or assistants, to provide additional services as they may deem reasonable and necessary including:  administering medications, laboratory, diagnostic and surgical procedures, and any care deemed advisable.  If additional care is required, additional fees may also be incurred, which I may fully be responsible for.  I give my free and voluntary consent for treatment.  I give consent for the Doctors to provide any medical care during the surgical procedure, even if unplanned, to attain the best outcome for the procedure.

I understand that no guaranteed results have been offered or promised.

2. Signature 

Name: «Patient_FullName»   Date:  «Today's_Date»
Consent for Anesthesia

I have read the attached consent form and discussed the risks that may occur.  I believe I have been given, and fully understand, sufficient information to give my consent for anesthesia. I understand the type and level of anesthesia provided is at the sole discretion of the doctor, to maintain my safety and health.   I understand that no guaranteed results have been offered or promised.

3. Signature 
Name: «Patient_FullName»   Date:  «Today's_Date»
Information Regarding Biopsies

In an effort to maintain the highest quality of care for all our patients, we would like to explain our office policy regarding biopsies.  The condition, for which you have been referred, and are undergoing treatment, may include the removal of diseased bodily tissues.  This diseased tissue is usually removed, and forwarded to a Pathologist.  A Pathologist is a doctor who specializes in evaluating and diagnosing disease through laboratory analysis.  Specimens may also be forwarded for other types of lab analysis.  The Pathologist usually analyzes the diseased tissues that were removed as part of your treatment, by specially treating these tissues, and studying them under a microscope.  The medical term to describe this process is known as histopathologic analysis.  This biopsy procedure is usually performed to provide correlation with the clinical impression derived by your surgeon. There is no cause for alarm because your surgeon decided to biopsy the diseased tissues removed during your surgery.  It was done to provide confirmation of his clinical diagnosis.   If the biopsy diagnosis is not consistent with the clinical diagnosis, the office will contact you to discuss the discrepancy.  Please be advised that the services of the pathologist are separate from that of your surgeon.  As such, you may receive a separate bill for those services.   
4.Signature 
Name: «Patient_FullName»   Date:  «Today's_Date»
Commercial Insurance / Government Programs / Medicaid  /  NJ Family Care  /  CSOCI Payments

Authorization to Release Information and Payment Request:   I certify that the service(s) covered by this claim has/have been received and request that payment for the service(s) be made on my behalf. I authorize any holder of medical other information about me to release to the State agency to its authorized agents any information needed for this related claim.
	                                          Patient or Authorized Representatives Signature
	Date of Service

	5.                                                                                            «Patient_FullName»
	«Today's_Date»



