Authorization for Surgical Procedures

Patient Name: ’ ‘

Date of Birth: ’ ‘

Procedure to be performed:

Physician/Surgeon Name: ’ ‘

Hospital/Clinic: ’ ‘

Date of Procedure: ’ ‘

I hereby authorize the above-named physician/surgeon to perform the procedure described. I have been informed of the risks,
benefits, and alternatives involved.

Patient/Guardian Signature: ’

Date: ‘




	Authorization for Surgical Procedures

