FHRAMBAEEFRRAESE
CONSENT FOR SURGERY OR OTHER INVASIVE PROCEDURAL TREATMENT (TRADITIONAL CHINESE)

1L FH: BN, [BEF#HE], RABEZUTFH:

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

BB A S SR AERRE 4 (Advanced Practice Clinician, APC) ELMIRERIA N TR, FRBRAFIEE e EEF SRR, &
DA TRAE B T8 A A B IR IR, RO BRI R BB RN R M A, BAEZE BERENR THHRE,

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. QRS (BEUS R, LE RARETERRESEGIME KNSR ESER, EBURESRREFILE
HRARBEEETR. ROBAR APc CHERH H LARERER.
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. AR RBA APC CHRABLFHR AR . WRBAWERLR, RARTFELMGREE. REBEMFRHE R, B
BFEEARR: PE. RERE. B, MREG. k. DERSE. BERE. WREE. BRE. HOBKXERmE. B8
AR E B ERE, ERTRBM. RFEFIEZERE. T3, BEFSOREFNEBANEIER. RURBELFWN
HEZRRSETARE.

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. FAIamTR: RIVBER APC THRAPAHMGHT R, MMEERES T WRAETHIEFHTRERENFER. SRk, RAE
EAT ERFH .
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.

s. IFER: RMBEAE APC T MG MMLIEFR A R R NITF IR . RFME RS REBERTE, AN EENEILA AR,
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. MEE . RARHRME AL APC [B4£/APC S78) RBREAT WIRFAHT. REFABILIRFHTRE B AREE AR
A APC. #EL. BMAR. BEREERXUEFHERENNERER G R. FREKTROEMIFIBE. Apc. i
B4, AR, BRAE, HMBAS. RER AR S RIZE A APC TR TRBAT 2 FRIBETHRE .

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. B4 /APC B EIL: RGBS /APC Bk HoAh 3 H Se 8 B0 B AR /APC S EE AT R I RER SRR . (BF7ESUT RSB EE B RIBRE
H) 7. ESRERNEE DSBS, MRS HMETFNE. WM, HRIEL/Arc BRI ANE B eI EE A /APC RA4LE
BEREE.

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. BER: RNBAERAPC TRAFEMAFZREROFHNIBRE. BEERZIFRRBERER, A Ag2HROFR.

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. W i: FRAVEEAES APC B[ FREH B IR F47 v BB 75 ELEi L.
BLOOD TRANSFUSION: My doctor or APC described the potential need for blood products related to this procedure.




PERLE  FABRUT—H, BRAEFFRERERRNL, HEMAERE,

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

O FEEHEFHAFERL. SETRTEmeR (IRHR . BB T, BRRRASETRHERD. RFLARE.
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.

U wreefeEamm. 2ERg TRl (nRMR  FRCBRNFAR, FHERARE 4397073 - BNAERES -

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.

(] BEiaAEmm, B rTeev e, ERedE8nmn, 52 RMHBMERREYE (Clinical Standard) : (ERimFHE : A
(Bloodless Program: Adult) 8¢ (E#EymatE : AR, FREERAFE) (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 JREARE: REZEMAR AS. K. 8BRS SEAREE. ZERFERUMERREE R AR . EFHRHRRRER
REZFEZRGFL. RERLRMANBUEMASSRAEY A GEEER. WRERFEASEY G, HEARBLEZER.
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.

11 MRS REFFERNBFBRES, FBERMEETETT R RERRESHA SRR . EELAE, REZAHE SRR DL
HERRK S BB HH. ERLBATERCRATHIER THREMER.
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.

(BEEFHHR) BRARBUEBRHT R B REAR B E SR .

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

ROFFBILEFRIAER . (PR EMIERTR. ROFTEAECERE. ETHTRLANRIRARETHE | AEEEH

4 B HRERER
| understand the risks, benefits, and alternatives for this procedure. Any questions | had about this procedure were BN HBEREHN
answered. By signing below, | consent to this procedure. Hi#iE 90 X, B

— WENETHE.
B4 (BEREEREN) FIRIR IR REA: / print Name B3 / Date B /Time | Consent Update

Signature (Patient or Legal Representative) Validati £ Patient’
alidation of Patient’s

consent if patient’s

N _ N signature date is greater
O = - DEABZHRTREZENFEZERE. than 90 days prior to the
Yes — Interpreter was used during consent process. procedure date.
R GnZEAREREAN)
Relationship (If other than Patient) BB
BFEREEA

B /ApC2H - REMBE/EERBEAMBAREARNE, UEZETHTANE, REGEREERES DGR Practitioner initials
BT ILIEFR,
DOCTOR/APC STATEMENT: I have explained this form to the patient/legal representative and have answered all their Sk

questions. | believe this patient has been adequately informed and has consented. Date
%ﬁE/APC %Xu / Doctor/APC Signature EﬂEUﬁ%%ﬁi@% / Print Name 5] ,ﬂﬁ / H%Fﬁﬁ / Time _?_ifzﬁ —

Date

PATIENT LABEL

= SWEDISH
NN

SEATTLE, WASHINGTON
1AUTH
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