Medical Surgical Consent Form
Patient Details
Full Name: __________________________
Date of Birth: __________________________
Address: __________________________
Emergency Contact Name: __________________________
Emergency Contact Number: __________________________
Procedure Information
Surgical Procedure Name: __________________________
Date and Time: __________________________
Expected Duration: __________________________
Hospital/Clinic Name: __________________________
Attending Physician: __________________________
Acknowledgment of Risks and Benefits
I understand the procedure, its associated risks, and the potential outcomes. I consent to the medical team proceeding with the surgery.
Patient’s Signature: __________________________
Date: __________________________
Witness Name: __________________________
Witness Signature: __________________________
Date: __________________________
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