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NHS Trust

Consent Form 1
Foreign language pack

POLISH

This pack contains:

e One Polish language Consent Form 1- CHA2867
This is set out identically to the Trust's current Consent Form 1

e One English language Consent Form 1 CHA2333 for reference. This includes guidance notes for help and support.
Please complete the foreign language consent form and file in the patient’s health record.

The patient should be given a photocopy of the completed foreign language consent form.



Formularz zgody do uzycia na terenie Kornwalii

Formularz zgody 1

Zgoda pacjenta na przeprowadzenie badania lub leczenia

CHA2867
Wydrukowano 01/2002
Zaktualizowano 01/2010



O N
Numer Panstwowej Stuzby Zdrowia (NHS):

FORMULARZ ZGODY 1

Do uzycia na terenie Kornwalii
ZGODA PACJENTA

Imie i nazwisko pacjenta:

Adres:

Data urodzenia:

Numer CR:

Nazwa proponowanego zabiegu lub leczenia

(w tym krotkie wyjasnienie, jesli termin medyczny jest niejasny) Specjalne wymagania

(np. inny jezyk, sposdb komunikowania
sie, itp.)

Pracownik medyczny odpowiedzialny za pacjenta

. . ] . _ Stanowisko
Oswiadczenie pracownika medycznego (wypetnia pracownik

medyczny posiadajgcy odpowiednig wiedze na temat proponowanego
zabiegu, zgodnie z politykg uzyskania zgody)

Oswiadczam, ze wyjasnitem/-am zabieg pacjentowi. W szczegdlnosci, wyjasnitem/-am:

Zamierzone korzysci

Istotne, niemozliwe do unikniecia lub czesto pojawiajgce sie ryzyka

Wszelkie inne zabiegi, ktére mogg okazac¢ sie niezbedne podczas tego zabiegu

[] transfuzja krwi

[]  Inne zabiegi

(prosimy okresli¢)

Omowitem/-am takze szczegdty na temat tego, co najprawdopodobniej bedzie obejmowat zabieg, korzysci i
ryzyka zwigzane z jakimikolwiek alternatywnymi zabiegami (w tym brak leczenia) oraz wszelkie obawy pacjenta.

[ ]  Wreczono ponizszg ulotke/kasete

Niniejszy zabieg bedzie obejmowat:

|:| znieczulenie ogdlne i/lub regionalne D znieczulenie miejscowe D podanie $rodka uspokajajacego

Podpisano Data

Stanowisko

Imie | nazwisko (DUZYMI LITERAMI)

Dane kontaktowe (w przypadku gdy pacjent zyczy sobie oméwi¢ dostepne
opcje w pozniejszym terminie)
Oswiadczenie ttumacza ustnego (gdzie stosowne)

Oswiadczam, ze przettumaczytem/-am powyzsze informacje pacjentowi najlepiej jak potrafie oraz w
sposob, ktéry uwazam za zrozumiaty dla pacjenta.

Data

Podpisano

Imie i nazwisko (DUZYMI LITERAMI)

GORNA ZOLTA KOPIA - AKTA MEDYCZNE
Biata kopia zaakceptowana przez pacjenta: tak lub nie (prosimy zakresli¢ wlasciwe)
NB: Prosimy o zapoznanie si¢ ze wskazowkami dla pracownikow medycznych znajdujacymi sie na wewnetrznej stronie okfadki.

e ememmmeemececeeeeeeeee e _.PROSIMY ZLOZYC NINIEJSZY FORMULARZ W CELU JEGO WLOZENIA DO AKT MEDYCZNYCH - - - .

Nalezy dopilnowaé¢, aby dane identyfikacyjne/naklejka identyfikacyjna pacjenta znajdowaly sie na obu kopiach

Oswiadczenie pacjenta

Jesli Panstwa leczenie zostato zaplanowane z wyprzedzeniem, powinniscie byli Panstwo
otrzymac witasng kopie strony 1 zawierajgcg informacje na temat korzysci i ryzyka zwigzanych z
proponowanym leczeniem. Jesli nie, kopia zostanie zaoferowana Panstwu teraz. W razie
jakichkolwiek watpliwosci prosimy pytaé - jestesmy tutaj po to, aby Panstwu pomaéc. W kazdej
chwili moga Panstwo zmieni¢ zdanie, réwniez po podpisaniu niniejszego formularza.

Zgadzam sie na zabieg lub leczenie, o ktérym mowa w niniejszym formularzu.

Rozumiem, Ze nie mogq mi Panstwo zagwarantowac, iz zabieg przeprowadzac bedzie konkretna osoba,
aczkolwiek osoba przeprowadzajgca go bedzie miata odpowiednie doswiadczenie.

Rozumiem, Ze bede miaf(a) mozliwo$¢ omoéwienia szczegdtdw odnosnie znieczulenia z anestezjologiem przed
zabiegiem, chyba Ze bedzie to niemozliwe w zwigzku z konieczno$cig podjecia nagtych dziatan ze wzgledu na mojg
sytuacje. (Dotyczy to wytacznie pacjentdw poddawanych znieczuleniu ogélnemu lub regionalnemu.)

Rozumiem, ze jakikolwiek dodatkowy zabieg nieuwzgledniony w niniejszym formularzu zostanie
przeprowadzony wytgcznie w sytuacji, gdy bedzie to konieczne dla uratowania mi zycia lub zapobiezenia
powaznemu uszczerbkowi na moim zdrowiu.

Poinformowano mnie o dodatkowych zabiegach, ktérych przeprowadzenie moze okaza¢ sie niezbedne
podczas mojego leczenia. Ponizej wymienitem/-am wszystkie zabiegi, ktorych przeprowadzenia nie zycze
sobie bez wczesniejszego przedyskutowania.

Zgadzam sie/Nie zgadzam sie, aby probki tkanek i ptyndw byty wykorzystywane
anonimowo i przechowywane dla celéw kontroli jakosci oraz innych celow technicznych.
[niepotrzebne skreslic].

Zgadzam sie/Nie zgadzam sie, aby préobki tkanek i ptynéw byty wykorzystywane
anonimowo i przechowywane na potrzeby edukacji klinicznej [niepotrzebne skresli¢].

Zgadzam sie/Nie zgadzam sie, aby préobki tkanek i ptynéw byty wykorzystywane
anonimowo i przechowywane na potrzeby badan zatwierdzonych z etycznego punktu
widzenia [niepotrzebne skreslic].

Ponizej wymienitem/-am wszelkiego rodzaju badania medyczne, na potrzeby ktorych nie chce, aby wykorzystano moje prébki:

Podpis pacjenta Data

Imie i nazwisko (DUZYMI LITERAMI)

Jesli pacjent nie jest w stanie sam sie podpisa¢, aczkolwiek wyrazit swoja zgode, wowczas podpis sktada
swiadek. Miode osoby/dzieci moga réowniez chcieé, aby w tym miejscu podpisat sie ich rodzic (patrz uwagi).

Podpis swiadka Data

Imie i nazwisko (DUZYMI LITERAMI)

Potwierdzenie udzielenia zgody (do wypenienia przez pracownika medycznego z chwilg gdy pacjent
jest przyjety na zabieg, w przypadku gdy formularz zostat uprzednio podpisany przez pacjenta)

W imieniu zespotu leczgcego pacjenta, potwierdzitem z pacjentem, ze nie ma on zadnych
dalszych pytan i zyczy sobie przeprowadzenia zabiegu.

Podpisano Data

Imig i nazwisko (DUZYMI LITERAMI) Stanowisko
Wazne: (zaznaczy¢ odpowiedni kwadrat)

|:| Nalezy zapoznac¢ sie takze z podjeta z gory decyzjg 0 odmowie leczenia (np. formularz $wiadka Jehowy)

Pacjent wycofat zgode (nalezy poprosic pacjenta o podpisanie/wpisanie daty w tym miejscu)



Consent form for use in Cornwall

Consent Form 1

Patient agreement to investigation or treatment

CHA2333
Printed 01/2002
Revised 01/2010



NHS

Guidance to Health Professionals (to be read in conjunction with
consent policy)

What a consent form is for

This form documents the patient’s agreement to go ahead with the investigation or
treatment you have proposed. It is not a legal waiver - if patients, for example, do
not receive enough information on which to base their decision, then the consent
may not be valid, even though the form has been signed. Patients are also entitled
to change their minds after signing the form, if they retain capacity to do so. The
form should act as an aide-memoire to health professionals and patients, by
providing a check-list of the kind of information patients should be offered, and
by enabling the patient to have a written record of the main points discussed. In no
way, however, should the written information provided for the patient be regarded
as a substitute for face-to-face discussions with the patient.

The law on consent

See the Department of Health’s Reference Guide to Consent for Examination or
Treatment for a comprehensive summary of the law on consent (also available at
www.doh.gov.uk/consent).

Who can give consent

Everyone aged 16 or more is presumed to be competent to give consent for
themselves, unless the opposite is demonstrated. If a child under the age of 16 has
sufficient understanding and intelligence to enable him or her to understand fully
what is proposed, then he or she will be competent to give consent for himself or
herself. Young people aged 16 and 17, and legally competent younger children,
may therefore sign this form for themselves, if they wish. If the child is not able to
give consent for himself or herself, someone with parental responsibility may do so
on their behalf. Even where a child is able to give consent for himself or herself,
you should always involve those with parental responsibility in the child’s care,
unless the child specifically asks you not to do so. If a patient has the mental
capacity to give consent but is physically unable to sign a form, you should
complete this form as usual, and ask an independent witness to confirm that the
patient has given consent orally or non-verbally.

When NOT to use this form

If the patient is 18 or over and lacks the capacity to give consent, you should use
form 4 (form for adults who lack the capacity to consent to investigation or
treatment) instead of this form. A patient lacks capacity if they have an impairment
of mind or brain or disturbance affecting the way their mind or brain works and
they cannot:

e understand information about the decision to be made
e retain that information in their mind
e use or weigh that information as part of the decision-making process, or

e communicate their decision (by talking, using sign language or any other
means).

You should always take all reasonable steps (for example involving more specialist
colleagues) to support a patient in making their own decision, before concluding
that they are unable to do so.

Relatives cannot be asked to sign a form on behalf of an adult who lacks capacity
to consent for themselves, unless they have been given the authority to do so under
a Lasting Power of Attorney or as a court appointed deputy.

Information

Information about what the treatment will involve, its benefits and risks (including
side-effects and complications) and the alternatives to the particular procedure
proposed, is crucial for patients when making up their minds. The courts have
stated that patients should be told about ‘significant risks which would affect the
judgement of a reasonable patient’. ‘Significant’ has not been legally defined, but
the GMC requires doctors to tell patients about ‘serious or frequently occurring’
risks. In addition, if patients make clear they have particular concerns about certain
kinds of risk, you should make sure they are informed about these risks, even if they
are very small or rare. You should always answer questions honestly. Sometimes,
patients may make it clear that they do not want to have any information about
the options, but want you to decide on their behalf. In such circumstances, you
should do your best to ensure that the patient receives at least very basic
information about what is proposed. Where information is refused, you should
document this in the patient’s notes.



N
NHS number:

CONSENT FORM 1

For use in Cornwall
PATIENT AGREEMENT

Name of patient:

Address:

Date of birth:

CR number:

Name of proposed procedure or treatment

(including brief explanation if medical term not clear) Special Requirements

(e.g. other language, other communication
method etc.)

Responsible health professional

Job title

Statement of Health Professional (to be filled
in by health professional with appropriate knowledge
of proposed procedure, as specified in consent policy)

| have explained the procedure to the patient. In particular, | have explained:

The intended benefits

Significant, unavoidable or frequently occurring risks

Any extra procedures which may become necessary during the procedure

[] blood transfusion

[] other procedure
(please specify)

| have also discussed what the procedure is likely to involve, the benefits and risks of any available
alternative treatments (including no treatment) and any particular concerns of this patient.

D The following leaflet/tape has been provided

This procedure will involve:

general and/or regional anaesthesia |:| local anaesthesia |:| sedation

Date

Signed

Name (PRINT) job title

Contact Details (if patient wishes to discuss options later)

Statement of Interpreter (where appropriate)

| have interpreted the information above to the patient to the best of my ability and in a way in
which | believe s/he can understand.

Signed Date

Name (PRINT)

YELLOW TOP COPY - HEALTH RECORDS
White copy accepted by patient: yes or no (please ring)
NB: See Guidance to Health Professionals on inside cover

. PLEASE FOLD FOR INSERTION INTO HEALTH RECORDS

Please ensure Patient identifier details/label is on both copies

Statement of Patient

Please read this form carefully. If your treatment has been planned in advance, you should
already have your own copy of page 1 which describes the benefits and risks of the
proposed treatment. If not, you will be offered a copy now. If you have any further
questions, do ask - we are here to help you. You have the right to change your mind at
any time, including after you have signed this form.

I agree to the procedure or course of treatment described on this form.

I understand that you cannot give me a guarantee that a particular person will perform the procedure.
The person will, however, have appropriate experience.

I understand that | will have the opportunity to discuss the details of anaesthesia with an
anaesthetist before the procedure, unless the urgency of my situation prevents this. (This only applies to
patients having general or regional anaesthesia.)

I understand that any procedure in addition to those described on this form will only be carried out if it
is necessary to save my life or to prevent serious harm to my health.

I have been told about additional procedures which may become necessary during my treatment.
| have listed below any procedures which | do not wish to be carried out without further discussion.

I agree / disagree that tissue and fluid samples may be used anonymously and stored
for quality control and other technical purposes [delete as appropriate].

| agree / disagree that tissue and fluid samples may be used anonymously and stored
for clinical education [delete as appropriate].

| agree / disagree that tissue and fluid samples may be used anonymously and stored
for ethically approved research [delete as appropriate].

| have listed below any types of medical research for which | do not wish my samples to be used:

Patient’s signature Date

Name (PRINT)

A witness should sign below if the patient is unable to sign but has indicated his or her consent.
Young people/children may also like a parent to sign here (see notes).

Witness Signature Date

Name (PRINT)

Confirmation to Consent (to be completed by health professional when the patient is
admitted for the procedure, if the patient has signed the form in advance)

On behalf of the team treating the patient, | have confirmed with the patient that they
have no further questions and wish the procedure to go ahead.

Signed Date

Name(PRINT) Job title

Important notes: (tick if applicable)

[] See also advance decision to refuse treatment (eg Jehovah's Witness form)

|:| Patient has withdrawn consent (ask patient to sign/date here)




