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OBLUEE COIJIACUE HA
JIEMEHME
(GENERAL CONSENT Unit
FOR TREATMENT) (Patient Imprint Card)

Name

HAnsi nayuenmoe, o6pamuewuxcs 3a ambysamopHoU, cmayuoHapHoU u/uilu HeomoXXHOU MeduUyUHCKOU
nomouybro / For patients seeking in-patient, out-patient and/or emergency room services.

1.

£ obpalyalock B AaHHOE ydpexneHne 3a MEeOMLIMHCKON MOMOLLBbIO U NeYeHeM 1 corfaceH (a) Ha nonyveHue ycryr, KoTopble
MOTyT BKJIHOYaTb AMArHOCTMKY 3aboneBaHusi, neveGHble Mpouenypbl, @ Takke NiaHoBOe CTOMAaTOSIoNMYeckoe M MeauLMHCKoe
obcnykuBaHue, BKIOYasi BakuMHaUMIO. S MOHWMAl, YTO 3T YCNyrM OKasbiBaloT Bpayu, CTOMATOSNION, MpaKTUKyloLme
MeACECTPbI, aKylUepbl, acCUCTEHTbl Bpayel U WHble MOCTaBLUMKA MEeOULMHCKUX YCIYT; HEKOTOpble U3 HUX, BO3MOXHO, eLlé
npoxodaTt obyyeHne. MHe He NpegoCTaBUM KakMX-NMGO rapaHTUii, KacalLmxcs pesynbTaToB 06CnyKMBaHUs, KoTopoe s 6yay
nonyyatb.

2. A noHumato, 4TO MOE cornacue Ha nony4vyeHue OaHHbIX ycnyr 6y,qu DEeNcTBUTENBHO A0 Tex nop, Noka A He OTKaXyCb OT HUX

nnbo noka He 3aBepLlnTca Moe neyeHue.

A noHumalo, 4TO Moe corflacMe Ha norfyyYeHue [AaHHblX ycryr HasbiBaeTcs «O6wee cornacve» W BkioyaeT B cebs
cTaHgapTHble MPOUEeAypbl UMM MEeToAbl NEeYEeHUsi, Hanpumep: aHanu3 KpoBW, MEAULMHCKUA OCMOTP, MPUEM NeKapCTBEHHbIX
npenapaToB, PEHTTEHOCKOMNMWS, MECTHAA aHECTE3Ns U NPoYne HEUHBA3MBHbIE NPoLieaypbI.

yTpa (am)

"
MNoAnuchb nauMeHTa UNKU poauTens/3akoHHOro onekyHa HecoBepLUEeHHONETHEro naLueHTa farta (and) Bpemsa Beuvepa (pm)
(Signature of Patient or Parent/Legal Guardian of Minor Patient) (Date) (Time)

If

the patient cannot consent for him/herself, the signature of either the health care agent or legal guardian who is acting on behalf of

the patient, or the patient’s surrogate who is consenting to the treatment for the patient, must be obtained.

7] yTpa (am)
Moanuck foBepeHHOro NULa No BONpPocaM MeAULIMHCKOro o6CnyXuBaHWUA MY 3aKOHHOTO OneKyHa fata (and) Bpems Beuepa (pm)
(Signature of Health Care Agent/Legal Guardian) (Date) (Time)
(Place a copy of the authorizing document in the medical record)

7] yTpa (am)
Moanucb NnpeacTaBUTeNs ¢ yKa3aHUEM CTeneHn poAcTBa Data (and) Bpemsa Beuepa (pm)
(Signature and Relation of Surrogate) (Date) (Time)

CBUOETENDb (WITNESS):

l, am a staff member who is not the patient’s physician or authorized health care
provider and | have witnessed the patient or other appropriate person voluntarily sign this form.

7] yTpa (am)
Moanuck n gomkHocTb cBupeTens (Signature and Title of Witness) Darta (and) Bpems Beuvepa (pm)
(Date) (Time)

YCTHbIA/MUCbMEHHbLIA NEPEBOAYUK (INTERPRETER/TRANSLATOR): (To be signed by the interpreter/translator if the patient required
such assistance)

To the best of my knowledge the patient understood what was interpreted/translated and voluntarily signed this form.

] yTpa (am)
Mopnuckb ycTHoro/nucbMeHHoro nepesoagyvuka (Signature of Interpreter/Translator) Data (and) Bpems Beuepa (pm)
(Date) (Time)
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