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CONSENT FOR SPECIAL PROCEDURE

1. I hereby grant authorization for the treatment and procedures considered necessary.  Such treatment and procedures will be performed by the physician(s) specified in paragraph (2) below and the technologists of Melbourne Internal Medicine Associates.

2. I authorize and direct Dr. Robert Paige, Dr. Mark Miller, or Dr. David Pearse, 

to perform an arthrogram (inject fluid into joint) of the _______________________ and, if during the course of this procedure and unforeseen condition arises which calls for procedures in addition to or different from those now contemplated, I further request and authorize him/her to do whatever he/she deems medically necessary under the circumstances.

3. I fully understand the purpose and risks of the above procedure, the possible alternative methods of treatment and the possibility of complications.  These have been fully explained to me by my physician.

4. This form has been fully explained to me and I certify that I understand its contents.

___________________________


_____________________________

Patient Signature




Physician Signature

___________________________


_____________________________

Relative Consent




Witness

___________________________


_____________________________

Print Patient’s Name




Date / Time

