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Consent For Special Procedures I 1 
I hereby authorize Cayuga Medical Center at Ithaca and~c.4'~':"">''''''~''';,..--:-:-, MD and his/her a~oc~:te ~~d such 
assistants as may be selected by him/her to administer such treatment or dia nostic procedure as is necessary to perform 
the following procedure: 

Colonoscopy (with possible sedation) • An examination of the large bOwel (Rectum and Colon) with a flexible 
instrument with a possibility of obtaining tissue samples and/or removjng growths as needed. 

The nature and purpose of the above procedure, treatment or operation and possible alternative methods of treatment have 
been explained to me. The possible results, reasonably foreseeable risks, benefits and complications of both the proposed 
treatment and/or operation and of the alternatives, have also been explained'to me. If the physician has included the use 
of blood or blood components as a purpose or as a risk or consequence of the procedure, treatment, or operation, he/she 
has discussed the need for, risk of and alternatives to their administration with me. I have had the opportunity to ask 
him/her questions that concern me, and he/she has given answers satisfactory to me. 

I understand that during the course of the procedure unforeseen conditions may become apparent which require an 
extension of the original procedure, or a different procedure than that. described above. I therefore authorize my physician, 
his/her associate or assistant to perform such procedures as they, in the exercise of their professional judgment, deem 
necessary. This consent includes the treatment of conditions which are not known at the time the procedure begins. 

I have been informed and understand that there are possible dangers inherent in medical procedures. I am aware that the 
practice of medicine .and surgery is not an exad science and I acknowledge that no guarantees have been made to me 
about the results of the treatment ~Jr procedure. ' 

I further understand that most members of the medical staff and adjunct medical staff are independent practitioners who 
are not employed by or under the control of the Medical.· Center. 

I 0 DO k:j DO NOT consent to the presence of medical equipment company representatives in the operating room and 
to their provision of technical support to the operating physician involved in the procedure; in no event does this consent 
permit performance of a procedure by such representatives, 

I ~DO 0 DO NOT consent to moderate sedation/analgesia to tolerate any discomfort that may result from the above 
procedure. It has been explained to me that all forms of anesthesia involve some risks, and that no guarantees or promises 
c,m be made concerning the results of my procedure or treatmeAt. I acknowledge the risks of moderate sedation as they 
apply to my medical condition and have had time to ask questions and consider my decision. 

I 0 DO 0 DO NOT consent to the suspension of my DNR and/or MOLST status from the start of anesthesia to discharge 
from the Post Anesthesia Care Unit. l)'f) 

47ent or Representative) (Date and TIme) 

~~~v.----. .L..\ I !\ ll\ Q \ DC> 1" 
(Date and TIme) 

Physician Attestation: I h,ereby certify that I have discussed the risks, benefits of, and alternatives to the above procedure(s) 
with the patient and/o~ their health care representative, whose questions and concerns have been addressed. The patient 
and/or their health care representative demonstrates adequate underst ding and desires to proceed with the operation 
and/or procedure, 

e (PhYSician) 
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