Facility: NYC
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HOSPITALS

330058

Chart No.

BHBTTEES Name
(GENERAL CONSENT FOR |
TREATMENT) unt

(Patient Imprint Card)

FORM A

¥

15z,

[T A 2282 - /For patients seeking in-patient, out-patient and / or emergency room services.

1. RSB FREY S KT, IFFBERZBIRZEIARS . R L8 AT BB RS, CREReiEit. WEMR, XL 55K h
BRI, FER. BRI, Byt BRIMBNEAMEE R R AE MR A, Hoh R ATRERER I, AR LRSS R, BTk
1) B AT PRALE -

FELfR, ERFIRAD TR EIX LRSS RIRANRTT SRR, LRSI FE N R — EH R
3. TREE, REZXERSHFEENERN—BFEES, EEBEMENEFEGET, i, A58, IRE. 18X - BEREE L ARR AN

FAR.
A L& (am)
BERRREBENRK EeBFPANEF B (and) I A TF (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.

0 4 (am)
BT RERIE N B AT =E:t] (and) IR T4 (pm)
(Signature of Health Care Agent/Legal Guardian) (Date) (Time)
(Place a copy of the authorizing document in the medical record)

0 4 (am)
REAMEL REKR B (and) il TF (pm)
(Signature and Relation of Surrogate) (Date) (Time)

IEA (WITNESS):

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

f £ (am)

IEABFERIBFR (Signature and Title of Witness) =FH] (and) i ] FE (pm)
(Date) (Time)

O/ % R (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.

f £ (am)

C1#/2 12 5% F (Signature of Interpreter/Translator) =p:] (and) ] T4 (pm)
(Date) (Time)
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