
SPECIAL CONSENT TO OPERATION, POST OPERATIVE CARE, MEDICAL TREATMENT, ANESTHESIA, OR OTHER PROCEDURE 

Patient: ______________________________________________________________ Patient No.: ____________________ 

MONTANA STATE LAW GUARANTEES THAT YOU HAVE BOTH THE RIGHT AND OBLIGATION TO MAKE DECISIONS CONCERNING YOUR 
HEALTH CARE. YOUR PHYSICIAN CAN PROVIDE YOU WITH THE NECESSARY INFORMATION AND ADVICE, BUT AS A MEMBER OF THE 
HEALTH CARE TEAM, YOU MUST ENTER INTO THE DECISION MAKING PROCESS. THIS FORM HAS BEEN DESIGNED TO ACKNOWLEDGE 
YOUR ACCEPTANCE OF TREATMENT RECOMMENDED BY YOUR PHYSICIAN. 

1. I hereby authorize Dr.__________________________ and/or such associates or assistants as may be selected by said physician to treat the  
        following condition(s) which has (have) been explained to me: (Explain the nature of the condition(s) in professional and lay language.) 
        _____________________________________________________________________________________________________________________ 

        _____________________________________________________________________________________________________________________ 

2. The procedure planned for treatment of my condition(s) have been explained to me by my physician. I understand them to be: (Describe procedures    
         to be performed in professional and lay language.) 
        _____________________________________________________________________________________________________________________ 

        _____________________________________________________________________________________________________________________ 

        At: _____________________________________________________________________________________ (name of hospital or medical facility) 

3.     I recognize that, during the course of the operation, post operative, care, medical treatment, anesthesia or other procedure, unforeseen conditions    
        may necessitate additional or different procedures than those above set forth. I therefore authorize my above named physician, and his or her  

assistants or designees, to perform such surgical or other procedures as are in the exercise of his, her or their professional judgment
        necessary and desirable. The authority granted under this paragraph shall extend to the treatment of all conditions that require treatment and are  
        not known to my physician at the time the medical or surgical procedure is commenced.  

4.    I have been informed that there are significant risks such as severe loss of blood, infection and cardiac arrest that can lead to death or  
        permanent or partial disability, which may be attendant to the performance of any procedure. I acknowledge that no warranty or guarantee  
       has been made to me as to result or cure. 

5. I consent to the administration of anesthesia by my attending physician, by an anesthesiologist, or other qualified party under the direction of a 
physician as may be deemed necessary. I understand that all anesthetics involve risks or complications, and serious possible damage to vital  

        organs such as the brain, heart, lung, liver and kidney and that in some cases may result in paralysis, cardiac arrest and/or brain death from both     
        known and unknown causes. 

FULL DISCLOSURE
I certify that my physician has informed me of the nature and character of the proposed treatment, of the anticipated results of the proposed treatment, of 
the possible alternative forms of treatment; and the recognized serious possible risks, complications, and the anticipated benefits involved in the  
proposed treatment and in the alternative forms of treatment, including non-treatment

Patient/Other Legally Responsible Person Sign of Applicable 

LIMITED DISCLOSURE
I certify that my physician has explained to me that I have the right to have clearly described to me the nature and character of the proposed treatment; 
the anticipated results of the proposed treatment; the alternative forms of treatment; and the recognized serious possible risks, complications, and  
anticipated benefits involved in the proposed treatment, and in the alternative forms of treatment, including non-treatment. I do not wish to have these 
risks and facts explained to me 

Patient/Other Legally Responsible Person Sign of Applicable 

I CERTIFY THIS FORM HAS BEEN FULLY EXPLAINED TO ME, THAT I HAVE READ IT OR HAVE HAD IT READ TO ME, 
THAT THE BLANK SPACES HAVE BEEN FILLED IN, AND THAT I UNDERSTAND ITS CONTENTS. 

Date_____________________________ Time _______________________ 

Doctor’s Signature _____________________________________________ 

Witness _____________________________________________________ 

Patient/Other Legally Responsible Person Sign 

Relationship of Legally Responsible Person to Patient 

406-237- VEIN (8346) 

Yellowstone Medical Center - East Lower Level 

2900 12th Avenue North • Suite 2E •  Billings, Montana 59101 


