SR FARBEAMBAEFREGTRES
CONSENT FOR SURGERY OR OTHER INVASIVE PROCEDURAL TREATMENT
(SIMPLIFIED CHINESE)

1. FR: FA [BE#HE], REEZUTFER:

PROCEDURE: | [Patient’s name], give consent to the following procedure(s):

RIEA SR Z IR REE (Advanced Practice Clinician, APC) EL AR UEBILFRIAR . T MR P T 88 FEEHERPE. R

TRBRERTFEPENHN S TUEM B K. REBERBRTHERERTRHAME R . RETEBERFRTHMEBRE.

My doctor or advanced practice clinician (APC) told me what will happen during my procedure. | know that | may need sedation or be put asleep.
| understand my rights and responsibilities to make decisions about my care. | have received other teaching about my care and treatment. | am
making my decision of my own free will.

2. BURHER A (BEHE EFHHES, w& REABHTVNATEFES B NSRS ERER, XSREREFHE
Er B RTINS . RMELESR APC B E5RIT R ERAEF
SENSITIVE EXAMS: (Patient initials required) | consent to sensitive exams or procedures that are ONLY for teaching or training purposes

and not medically needed for my care. My doctor or advanced practice clinician (APC) has discussed these exams or procedures with me as
written above.

3. ] RIMEASR APC DR TFEAR XK. WREELIRE, RAGEFERMBZBTRE. RTBEAFERETF R
o MISBERBERRT: PR R&EHE, B, Seuis. me. LEREME. S8R, RS, T3R8, HsKERIM
%, XERBATRSERTEGR, EETREG. RTEHERILENK. EFRE, BELSEHREFOXSMEIER. RT6ER
FREAEANEE R SEBRE .

RISKS: My doctor or APC explained the risks of this procedure. If these risks happen, | may need other care/treatment. | understand there are
common risks with any procedure. These risks may include but are not limited to: stroke, device failure, infection, nerve damage, blood clots,
heart attack, allergic reactions, breathing failure, kidney failure, bleeding, and severe blood loss. These risks can be serious and may be fatal. |
understand and accept these risks. Before my procedure, | will be told of the risks and side effects of sedation. | may be asked to sign a consent for
anesthesia or sedation before my procedure.

4. FARIT SR RWEAR APC CHRUHEMIGT HR. MIERREH T WRAETERFRTRESRENER. T,
RABFT FRFR.
ALTERNATIVES: My doctor or APC discussed with me other treatment options. They informed me what may happen if | do not have the
procedure. Knowing this, | consent to the procedure listed above.

5. 074k RIBEAR APC EMRE MU F R RIIFL. RTBRTERTERIE, HEESMBENENERAR.
BENEFITS: My doctor or APC told me of the benefits | may get from this procedure. | understand that results are not guaranteed and that
each patient is different.

6. EHRN: RFEIRHRIEA APC [E4/APC 7R ABHATHIMFAR . T ARILITHFA RS i FREE
PEAERAPC, L. HARAR. BT REERURTFRBANEAMPFEFAANDEITER. FARBAMT eEFHIMIEIESE. APC,
RERAE. AR BEE. K245, RAR DRFARRRERLESR APC I RPATH S FARBE TR E.

CARE TEAM: | give consent to my doctor or APC, [doctor/APC name], to perform this procedure on me.
I know that they will be helped by a care team including anesthesia doctors or APCs, nurses, techs, medical device experts, and a surgical
team. The surgical team may have other surgeons, APCs, residents, fellows, medical or other students, and others. | give consent for these
team members to perform parts of the procedure or exams as directed by my doctor or APC.

7. RE/APC Bl 1EM: TRIMELE/APC BHARL TR & M EAE/APC HEF AR B H PRI BN (AFEERITRBANEEZSRNLRE
H) EY. EEBRRENEESRE, MMTREEFFAZE. URMBATEF, HHRIES/APC BFLANTE IF 55 & 1 E A4 /APC R4t
PrEhER R .

DOCTOR/APC IN OPERATING ROOM: My doctor/APC or another qualified doctor/APC will be in the room for most of my procedure,
including key and critical parts. After those parts are done, they may leave the room. If they leave the room, they or another qualified
doctor/APC will be available to assist with or supervise my procedure.

8. ME R : WAEAE APC FIRE AT HAR N ZUBRKFARLRE. XEURRANETETRHN, BEALSE5REFAR.
OBSERVERS: My doctor or APC may let others watch my procedure. Those watching are not part of the care team and will not take part in my
procedure.

9.4l : FIMEAR APC BRI FR UL IH LI TF AR Al fE 75 B4 ML .
BLOOD TRANSFUSION: My doctor or APC described the potential need for blood products related to this procedure.




PWEAE  FRAEUT B, RIFEERESELRD, HEHNEE,

Practitioner: Please check one option below. To show patient consents or refuses blood products, complete the correct form.

O TR FARANFERIM. RKETROARN (MEEFHE) . EFBAT, BRAFRZRTRNSHM. TRIMER.
Blood products are not expected to be needed for this procedure. No pre-transfusion testing (Type and Screen) is being done. In an emergency,
there is implied consent for testing and transfusion. No other forms are needed.

O WeeREHML. BURCGEHTREE LN (nMHER)  EUSCAHRADRRLFERES, HEHARE4397073 - GillsERE .
Blood products may be needed. Pre-transfusion testing (Type and Screen) is recommended. To document consent for transfusion use form
#397073 - Informed Consent for Blood Transfusion.

O BEfmgimim, B rTeeBEar. EUSUERRICRMIMIEL Y, F¥EMEEM I B %57 (Clinical Standard): (L1 71%): /%
#EA ) (Bloodless Program: Adult) 3¢ (LUt #7E/L. JLFFIHEASIE) (Bloodless Program: Neonatal, Pediatric, and Adult
Dependent). [ The patient DOES NOT consent for blood products, even when transfusion may save their life. To document refusal of blood
products please follow the applicable Clinical Standard: Bloodless Program: Adult or Bloodless Program: Neonatal, Pediatric, and Adult
Dependent.

10. 7R3 : RBRALMFER (WAL, K. FES) BHEATRE. ZFRFEHEUERREISHAFER. TMHTFRARERESE
BHHEZRRSEHK. RTHENREATUE AR HEARIAEER. WRERDEHARS G, R RIELEZLHE,
PATHOLOGY:|accept that any samples, such as tissue, blood, body fluids, etc. will be looked at, thrown away, or stored for future use in studies
or research. Any research samples used will be reviewed by a review board. | understand that my tissues or other items taken out of my body will
not be given back to me. If | ask for tissue or items to be given back to me, this will be reviewed on a case-by-case basis.

N BRIER: RTBERKBITIES, FHERZRIERTRSATIRRBZTAERHRY . ifEiAR, ROSEELTHRED
BRERESBAEFHR. BRIEFALSERERFATHIER THTHEMEER.
VIDEO or PHOTO RECORD: | understand video or photo records made as part of my care may be useful for clinical teaching or
publications. If used in this way, | understand that my records will be edited so others will not know who | am. Video or photo records will not
be used for any other purpose unless | consent.
(BEEFHEE) BARARUBENASBE BT RO BRLTA TIRREE SR .

(Patient’s initials) | DO NOT consent for de-identified video or photo records involving me be used for clinical education or publications.

ROETHRUETIFROINKG . M RIMIET TR ROFTEHECREE. £THELWRIRARHTHRN | BEBEH

FR . =

I understand the risks, benefits, and alternatives for this procedure. Any questions | had about this procedure Wi : %%%&%lﬁj‘

were answered. By signing below, | consent to this procedure. S :BB(J AMETFA
HigEid 90 X, W
= S 4= y

B4 (BERFEREN) EDRIER BB LA / Print Name Bl /oate  BSIE/Tme | MORBHLATHAE,

Consent Update
Validation of Patient’s

Signature (Patient or Legal Representative)

R - HRARSSTABSHEELE. e
::;C-eslzterpreter was used during consent than 90 days prior to the
X% CnRZZBAREBEERN) procedure date.
Relationship (If other than Patient)
A=A

B /APC ], ROMBE/MFERBARBARENE, FEKTRFGRE. REBBECAMOFNR | DToSh

= Practitioner
EHTHTFAR. / DOCTOR/APC STATEMENT: | have explained this form to the patient/legal representative and have

initials
answered all their questions. | believe this patient has been adequately informed and has consented. A

Date
E 4 /APC %4, [ Doctor/APC Signature ENRl{& BB R4 [ Print Name H #1 / Date B8] / Time ]

Time

PATIENT LABEL

= SWEDISH
JIMRT

SEATTLE, WASHINGTON
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