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Consent to Treatment / Procedure

White sections ars to be completed by the medical ora

Interpreter usad: [ IMo [¥es Language f Interpretersenicewsed: ____

Is arrpore apooint=d 25 a person resporsisle’ o ans thems writtsn requests f irstructions relzting to can=? |:| Mo |:| Yes — must be fled in the

medical recoed

Description of the trestment f procsdure, including correct side f correct site and any Fosly sscondary treatments | procedures:

risks o discussed with the patiend
» Pain, infection, bruising, bleeding, al=rgic and drug reactions

» The need for additional procedure(s)f trestment{s)

« Risks associatedwith aneesthesia f sedation (If apolicable ) will be discussed separately by the Anaesthetist prior to the procesdure.

Cther risks specific to this treatment f procedune or this patisnt:

Consent to Blood and Blood Products (Blood Transfusion)
'¥¥ here the use of blood or blood products is relevant to the treatment f procedune desoribed, the following heve been discussed:
» Reason blood or bood products an= f miay be reguired, information absowt transfusion, the type of produects required and their purpose

» Risks and benefits of recewving f not recefving these products, alternative treatment options and blood management strategies
|:| Hiot applicable to this trestment [ procedure

[ Patient f person responsible’ provides consent to receiving amy requived Blood or blood products for the scpected duration of treatment.
- [ ] Single epimade [(Current admizmizn [ ] Onaoing (up to 12 manths)P
efuses amy [ soecihc blood or blood procucty =% Complete Refusal of Bood or Blood Products Form (M EB002DR )

o peerted duration of t

[] Patient / person respo

Declaration of Medical Practitionsr

| haer dimcussed with patient f person responsible’ the nature and purpose of the treatment f procedwre detailed abowe and what & ertails for
the patisnt, the known benefits and risks, the risks of not having the treatment f procedwre, and the alterratiees to having the trestment [
procedure. | have provided aporooriats information resourcss to the patient f person responsisle’ where nesded and have provided them the

Full name: | 5 gmur\e:l

ooportunity to ask questions.
MW
N
Deeclaration of Patiznt f Person Responsible’

| consent to the treatmeent [ procedure as detailed inthis form. In providing my consent to treatment, | acknowledge that the treatment

has been explained to me by my treating medical practitioner, including the benefits, nsks and aitematives, and that | haee had the opportunity

to ask guestions. Unless otherwise stated, | consent to the administration of blood or blood products as required, in association with the

treatment £ procedure as detabsd in this form.

| further understand and agres to the following:

= My health information will be collected and used in accordance with Cabrini's Privacy Policy and apolicable privacy kaws

» | may need additional treatment(s)  proceduns{s) as is necessary in the neasonable opinion of my treating medical practitioner 1o pressree my
health or life. This may incude the administration of blood or blood products, unless refus=d above

« (Bnical information, incdkuding clinical photography f videograpiy, blood or tisswee specimens, may be colected during my treatment for
diagnostic and trestment purposes

| 'i-grutl.lrv::| | D.m::| TIATET |

Full name:

1. & parson rsponsbes mey induds parents for childien ender 18y ears of 200, an apeointad medical treatment dedsion maker under the Medical Treatment Panning and
Diecisions &o 206 Vic)or 2 quardian with powsr 1o make medical treatment dedsions appointed ender the Cuardiarship ard & dminkstration &t 2019 V).

¥ Advancod Cam Directives incheding any Instrucional dirsctiees or Values dingcives under the Medical Treatment Farning and Dodskons Ao 2006 (Vi) or smilar doosment.

1. Consent isvald for 2 mecimus of T2 maonths providing that the patients corsdtlon or treatment has mot chanaed, and f o rew Information coroeming the propoed
Imbersanbion of aRamative resfments have mot come b Baht in the inlerening period
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NEW VERSION OF CONSENT FORM

Ensure all forms are sent to Cabrini/ Received by Cabrini with 3 patient identifiers.

Where the UR is unknown an address MUST be provided.

Description example: Not Acceptable

Description example: Acceptable

Dascription of tha traatmant / procadura, including correct side | codrect site and sy Bosl; secondny oatments | procedures:

Description of the treatmant / procedure, including correct side | cormect site and sy el secondany treatments | procedures:

FRANY

Date of procedure (I known):

Description of the treatment / procedure, including correct side / corvect site and any ely secondary treatments | procedures.

Date of procedure (if knewn)'; R

______________________________________________________________________________ Date of procedure (if known): | 16/ 06 ."2[]2&]

Pescription of the treatment f procedure, including correct side § correst site and any bely secondary treatments | procedures:

Description of the treatment / procedure, including correct side § correct site and any likely secondary treatments / procedures:

Date of procedure (If known)": i !

The consent to Blood Transfusion Section is Mandatory for all patient’s and one of the following 3 options

MUST be selected

Option 1: Blood transfusion will not be required and is Not Applicable

Option 2: The patient provides their consent to receive any necessary blood or
blood products associated with the treatment/ procedure.

Valid consent for blood or blood products must include the expected duration, This
MUST be indicated.

e.g. surgical procedures should indicate single episode or current admission,
whereas Oncology may wish to consent the patient to receive blood for up to 12
months in conjunction with treatment.

Option 3: The patient expresses that they refuse some or all blood or blood
products.

The Refusal of Blood or Blood Products form(MR002D) MUST be completed and
MUST be available and sighted in conjunction with the consent form.

— mare detaile nn Page 2 of this ouiide.

E-Signatures for Medical staff will be enabled on the editable pdf to make it easier
for them to send in the forms.




NEW FORM - REFUSAL OF BLOOD/ BLOOD PRODUCTS

Ensure all forms are sent to Cabrini/ Received by Cabrini with 3 patient identifiers.
Where the UR is unknown an address MUST be provided. 2\:;?

Itis advised that this form be completed by a haematologist or by the medical
practitioner in consultation with a haematologist. The Melbourne Pathology
Haematologist can be reached where needed on 9508 1220

Completing an Advance Care directive is also advised where there is any refusal of
Blood or Blood Products

The description of the procedure or treatment should match what is printed on the
consent form

Where completed in relation to a diagnosis, rather than specific treatment this
should be accompanied with further documentation such as an advance care
directive for further context.

This section should be completed by the appropriate medical practitioner involving
the patient to document their preferences.

All field must either indicate Accept, Refuse OR N/A.

Where the patient ‘accepts’ this constitutes as consent to receiving the specific
blood component or product

It is important that the reason for refusal is documented and that if there are any
differing instructions in emergency or life-threatening situations that these are also
documented.

E-Signatures for Medical staff will be enabled on the editable pdf to make it easier
for them to send in the forms. %

THIS FORM MUST BE COMPLETED WHERE A PATIENT
REFUSES SOME OR ALL BLOOD/ BLOOD PRODUCTS
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Refusal of Blood
or Blood Products

Interpreter used: [ Mo [J¥es Language/ Interprater service usad:

ks anvone appolntad & 3 person responsible’ or are therewritten requests / Instructions relating to cre®? (Mo [ ves - must be filsd In the
medizl record

To be completed by a Haematologist / Medical Practitioner with the patient / person responsible’
here the patient / persen responsible’ Indicates any refusal of blood or blood products an A dvance Care Directive should also be completed.

Description of medical treatment, procedune or dlagnosts that may reguire the administration of blood, blood products or biood related procedurnes:

Primary Blood Components Procedures Irmeohring my osn blood

Red Blood cells Cell sabvage
Fresh Frozen Plasma (FFP. plasma) Renal Diakysis
Flatelets Plasmapheresis

white cells {Granuloyvtes) Blood Radio-Labeliing

Cryoprecipitate

mm";ﬂ“m"m' Accept | mpefuse | M/A | Recombinant products Accept | mefuse | N/
Albumin rPvila {Mowoseven)

Irtra enaous immungkobulin Ervthropaoietin

Anth D imimunoglobulin Oiher e.g. Fyil

ProthrombinComplex Concentrate (POC) Other [Mease specify) Accept | Refuse | M

Other Immunoglobulins e.g. Tetanus

Reason for Refusal and Additlonal Comments: Please dooument the specific reasons or circumstances surrounding the refusal and any
0QMIoNal COMIMENTs TNt may De ressyant to the deciskon, Including Instrections or preferences In emeargency of |ife-threataning
situations where they ditfer from abowve.

Declaration of Medical Practitioner

| hiave discussed the need or potential nesd for blood or blood products with the patient / person responsible’ and the risks of refusing swch
products. | haee gheen the patlient/ person responsible’ the opportunity to ask questions.

Y

el

Full naime 5|gnature:|

Declaration of Patient / Person Responsible’

| hiave discussed and dooumented my preferences regarding refusal or acceptance of blood or blood products with my doctor. This Includes ary
Instructions wivers my preferances differ In emergency or ife saving stuations. | can chiange my mind at any time, howeer, understand that the
documentad preferences will remain In force where | may be unconsclows or Incapable of expressing myw ishes. |understand thatwhere | have
Indicated acceptance of blood / blood products & above this constitutes my consent to recieving them.

Full name |5|gnature:| |Date:| M |

i pe=rson resporsible may include an appainted medical treatment decision maker under the Medical Treabment Manning and Decisions Act 3016
[Wic) or a quardian with power to make medical treatment decisions appointed under the Guardianship and Adménistration f&ct 3019 [Vic)
Advanced Care Directives indhuding any Instructional directiees or 'V alues directiees under the M edical Treatment Planning and Decsions &ct 2016
Wic) or similsr document
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