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For patients seeking in-patient, out-patient and/or emergency room services.
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(Time) (Date) (Signature of Patient or Parent/Legal Guardian of Minor Patient)

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.
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(Place a copy of the authorizing document in the medical record)
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I, 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.
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(To be signed by the interpreter/translator if the patient required such assistance) :(INTERPRETER/TRANSLATOR) a2 jis [ {laa 5
To the best of my knowledge the patient understood what was interpreted/translated and voluntarily signed this form.
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