Boston Endoscopy Center

175 Worcester Street







Wellesley Hills, MA 02481

(617) 754-0800
INFORMED CONSENT

1. I give my permission to _________________________________ to perform a Colonoscopy (an examination of my lower gastrointestinal tract.)

2. I understand that during this procedure, new findings or conditions may appear that could require additional treatments.

3. _____________________________ has discussed the items listed below with me, including, but not limited to the following:

a. Reason for procedure:_____________________________________________________________

b. Benefits and risks of this procedure and of conscious sedation: 

These general risks include, but are not limited to: bleeding, blood clots, tissue damage, perforation, pain, infections, missed polyps or cancer, drug reaction, brain damage, and even loss of body function or life.  Some complications may lead to hospitalization, surgery, or the need for blood transfusion or other treatments.  I realize that these risks may occur in connection with the particular procedure proposed to me:

_________________________________________________________________________________

c. The alternatives to this procedure and what could happen if nothing were done.

4. I know that other unexpected risks or complications not discussed may occur and that there is no guarantee about the results of the procedure.

5. I understand that in the event of a complication I may be transferred to an acute care facility if my physician feels it is necessary.

6. I know that the clinical staff may help my doctor during my procedure.

7. Any tissue removed may be examined and disposed of by the center in accordance with standard practice.

8. I understand that my procedure may be photographed or videotaped.

9. I understand my doctor’s explanation and all of my questions have been answered completely.

10. My signature below acknowledges that I consent to the performance of the procedure described above.

11. I impose no specific limitations or prohibitions regarding treatment other than the following.
________________________________________________________________________

________________________________________________   ________________  ______

Patient (or responsible person)





DATE


TIME

________________________________________________   ______________  ________
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