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ΕΘΝΙΚΟ ΚΑI ΚΑΠΟΔΙΣΤΡΙΑΚΟ ΠΑΝΕΠΙΣΤΗΜΙΟ ΑΘΗΝΩΝ

ΙΑΤΡΙΚΗ ΣΧΟΛΗ
Α’ ΠΡΟΠΑΙΔΕΥΤΙΚΗ ΧΕΙΡΟΥΡΓΙΚΗ ΚΛΙΝΙΚΗ
Διευθυντής: ΚΑΘΗΓΗΤΗΣ ΓΕΩΡΓΙΟΣ Κ. ΖΩΓΡΑΦΟΣ

DECLARATION OF CONSENT TO OPERATIONS OR OTHER MEDICAL ACTS 
1. The undersigned…………………………………………………………………….. 
Address………………………………………….

,. …………………………

Phone…………………………………………………………...……………………………………………..

(in the case of a patient who is not able to sign a statement the name of his/her legal representative is indicated)

  I hereby give my full consent to the implementation of the following surgical or other medical acts:

……………………………………………………………………………………………………. 

………………………………………………. ..................... ……………………………………. 

…………………………………………………………………………………………………………

2. My doctor has thoroughly and fully explained me the following:

    (a) The nature and purpose of the intervention or medical operation which in general terms are:

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 

……………………………………………………………………………………………………. 

  (b) The potential risks and complications of such an operation or medical act.

  (c) Any Alternative treatment.

3. I agree that unexpected situations may require an additional or different procedure than the one set out above during this medical procedure. That is why I give my consent and request that the physician or his / her associates perform all medical operations that they judge that are required. This consent includes any situations known, unknown, predictable or unforeseen or following the above-mentioned medical act.

4. I consent to the entry of observers into the area of intervention, for scientific or educational purposes.

5. I consent to transfusion of blood or other derivatives, if my treating physician judge that is required, knowing that transfusion of blood or other agents carries a risk of infection with hepatitis or other infections and complications.

6. I consent to undergo any form of anesthesia as considered necessary by my treating physicians.

7. I consent to the use of my biological material for research purposes in addition to the material used for the diagnosis, if this does not affect my diagnostic and therapeutic benefits.

8. I acknowledge that all blank spaces in the document have either been filled in or deleted prior to my signature.
   






  Date…………………….Time…………

Signature of Patient or person                                            Identity Card Number…………………….. 

legally authorized to consent                                                Place of Issue……..………………………….
                                                                                             Date of Issue.......…………………………..

Signature of Surgeon

      


Signature of Resident 


IΠΠΟΚΡΑΤΕIΟ ΓΕΝIΚΟ ΝΟΣΟΚΟΜΕIΟ ΑΘΗΝΩΝ

ΒΑΣ. ΣΟΦIΑΣ 114, ΑΘΗΝΑ 115 27 ΤΗΛ: 210 77 72 331, FAX: 210 77 07 574

E-mail: surg-clinic-uoa@hippocratio.gr
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