	[image: image1.jpg]\\\\\\\\
S

S~

-

x \“\.
=k .

W\,

-
-
~
M




	ADULT PATIENT CONSENT DOCUMENT FOR ORTHOPEDIC SURGERIES
	[image: image2.png]&





	Document Code:HD.RB.190
	Release Date:01.01.2010
	Rev Date:13.07.2020
	Rev No:02
	Page no: 3 /3



1. Without any pressure or guidance and with my own free will, I, __________________________________________,
authorize ---------------------------------------------------------------------------------------, Orthopedics and Traumatology Clinic, together with nurses, health technicians, assistants and specialist doctors, to evaluate patient __________________________________________________'s complaints, which are the reason for his/her application, to carry out necessary examinations and investigations without being subject to any restrictions, to interpret the results and freely carry out the applications deemed appropriate, and I request that these applications be carried out.
2. Doctors told me that I had a disease that could be expressed as ___________________ ____ ___   ________ ___________ _____________________________ . They explained in detail what this disease is, its causes, methods of diagnosis and treatment, as well as treatment alternatives. They informed me by counting the expected and unexpected, more or less dangerous possibilities that may occur during the diagnosis and treatment procedures.  In the face of these possibilities, they asked me whether I consented to all the medical procedures that my illness required and would require. Having fully understood all the matters explained and being aware that all these consequences may occur with our own consent and request, I accept all medical procedures that my illness requires and will require.
3. I know, understand, consent and request that in addition to the planned diagnosis and treatment practices in the first application, different diagnoses can be reached by doctors and other medical practitioners, and that different procedures may be performed by different clinics and disciplines, apart from pre-planned diagnosis and treatment practices.
4. I understand and approve that any application regarding this application, including diagnostic and therapeutic
 surgery, may not be completed when necessary/mandatory, may be divided into multiple sessions and performed as separate applications/surgeries, or may not be performed at all.
5. I know, am aware and accept that the applications may not diagnose all diseases related to my health; that hospitals and doctors do not guarantee full cure for any disease that still exists or that we are currently aware of, which caused us to make this application or that we are not aware of; that there are diseases/pathological conditions and complications that may arise during or after the applications, which did not exist before and may depend on the results of new diagnosis/treatment applications.
6. I know that medical devices such as x-ray, scopy, ultrasonography, scintigraphy, computed tomography, magnetic resonance, etc. can be applied during diagnosis and treatment applications; that I may be exposed to x-ray, radioisotope/nuclear energy, short and long wave radiation; that these practices may lead to unpredictable consequences, including bone marrow suppression and anemia, defense system deficiency, reproductive organ failure that prevents having children, or cancer development even after a long time, and I approve their use if necessary.
I know, understand and consent that blood and blood products may be used as whole or part of the applications; that there is a risk of infectious diseases that can be detected in the early or late stages, including fever, blood reactions, shock, kidney failure, serious consequences due to cessation of blood production as a result of bone marrow failure, jaundice and AIDS; and I request its use if necessary.
7. I understand that Procedures for pain relief with local/regional, spinal, epidural/spinal anesthesia or general anesthesia that may be applied to me during diagnosis and treatment procedures pose an additional risk in themselves, and that these risks include breathing problems, drug reactions, uncontrollable fever, paralysis of any part of the body or nerve, brain damage, and death. I understand and approve of all these risks.
8. I know that organ or tissue parts may be removed from any part of my body as a whole or as a part of the procedures; that temporary or permanent metal, synthetic, etc. foreign surgical materials can be used from outside the body; that these substances may later move from the places where they are placed, or may be rejected by the body, become inflamed, and may not perform the expected function; that they may need to be removed again and separate surgeries may be required for this. I give my consent as I understand that these applications contain additional risks and dangers to general complications.
9. It was explained to me clearly and in a way I could understand regarding every procedure to be performed during diagnosis and treatment, that events such as infection, blood clots in the veins and lungs, bleeding at or away from the surgery site, allergic reaction, tissue swelling (edema), epileptic seizure, temporary or permanent organ/system dysfunction or death including anemia and meningitis, which we know are common 
may occur. I know that other risks include side effects such as numbness in the incision area; permanent scar (cicatrix); deformity in the body as a result of bone removal-addition; cerebrospinal fluid from the surgery or injection site; headache or long-term/chronic pain; temporary or permanent loss of voice as a result of vocal cord paralysis; temporary or permanent functional losses related to organs such as face, eyebrows, teeth, eyes and functions such as hearing, swallowing and vision, urinary or defecation control; personality-related changes; becoming disabled or requiring lifelong medication/hormone use due to tissue or organ damage; short or long-term pain and numbness depending on the position during the applications and I accept these risks.
10. In addition to the general risks described above, the information regarding the _______________________________________________________________ intervention to be applied to me has been explained clearly and in a way that we can understand, and I hereby declare, accept and request that I understand all of these.
12. I read this entire written document clearly/since I cannot read, it was read/translated and explained to me in an understandable manner. I was given the opportunity to ask any questions, evaluate and make decisions regarding my health condition both during and after my application and while filling out this form. All kinds of treatment and diagnostic alternatives, including the possibility of not applying the treatment, and their risks and dangers were explained. I believe that with what is written in this document and the answers I received to my questions, I have been given sufficient and satisfactory information about my health and the practices to be performed, I give my consent by signing this form of my own free will, without being under any pressure.
Estimated Duration of the Operation : 1-2 hours
Important Characteristics of the Drugs to Be Used: During my stay in the hospital, I was informed about the important features (what it is used for, benefits, side effects, how to use it) related to the drugs that will be used for diagnosis and treatment. 
Lifestyle Recommendations That Are Critical For The Patient's Health: After my treatment/surgery, I was informed about what I need to do for my lifestyle (Diet, bathing, medication use, movement status and/or restriction status). 
How to Get Medical Help for the Same Issue When Necessary: I was informed about how to get medical help for the same issue (to my own doctor, to a different doctor, to the clinic where he/she is being treated and to 112 in case of emergency) if necessary. 
Phone Numbers Where You Can Contact Us: Hospital Phone: 0 322 454 44 30
You can consult your doctor to get more detailed information about the procedures to be performed. 
Approval for the treatment of unpredictable conditions: I agree to the implementation of the above-mentioned intervention and other additional interventions that may be required as a medical necessity during the intervention. I will not take legal action due to complications arising from the surgery, provided that they do not exclude acceptable complications specific to my illness and treatment mentioned above.
The patient must write in his/her own handwriting I HAVE READ, HAVE UNDERSTOOD,  ACCEPT.

	Patient or legally responsible person:

Name and surname:

T.R. Identity no:

Signature :

	
	Witness :

Name and surname: 

Relativeness to patient: 

Signature 



The part to be filled by the physician after the patient's permit is completed:
I confirm that the patient or his legal representative was told by me about the treatment options, including the procedure described above, risks, possible complications, hoped-for results, the situation where there is no treatment, prior to the patient's permission.
	The treating physician
Stamp-Signature
Date:____/_____/____ Time: ....... : …..


	PREPARED BY
	CONTROLLED BY
	APPROVED BY

	ORTHOPEDICS AND TRAUMATOLOGY SPECIALIST 

	QUALITY MANAGEMENT DIRECTOR

	CHIEF PHYSICIAN
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