WESTERN DAY SURGERY

145 Furlong Roaod St. Albans Victoria 3021
Telephone 9366 0666 Focsimile 9366 0777

FORM MUST BE RETURNED PRIOR TO ADMISSION TO CONFIRM BOOKING.
IF THERE IS INSUFFICIENT TIME TO POST THE FORM, PLEASE TELEPHONE THE HOSPITAL.

| Patient Name (please print)
Operation Date Admission/Time
Fast From Time am/pm Date

| Provisional Diagnosis

Proposed Operation(s)/Procedure(s)
Relevant Medical Details

hereby request

{given name) (surname)

the following operation(s)/procedure(s)
{specify)

and such further operative procedures found to be necessary to be performed during the course of the
operation(s)/procedure(s) and/or medical and nursing care including examinations, tests, blood transfusions
and drugs as deemed necessary during this stay in hospital being performed upon,

(given name) {surname )
I confirm that | understand, to my satisfaction, the nature and effect of the above operation(s)/procedure(s) which

have been explained to me by doctor
In conjunction with the above stated operation(s)/procedurels) | request the administration of such anaesthetic(s)
as may be considered by the anaesthetist to be necessary or advisable.

Dated this day of 20
Signed (Patient/Next of Kin) Relationship to patient*

: ; 5 *eg mother, son, friend
Signed (witness to signature only)

LIW WAO4 NOISSIWAV3dd

1, Doctor — have explained to the patient/person responsible for the
patient the nature and effect of the above operation(s)/procedure(s) and the anaesthetics(s) involved. In my
opinion he/she understood this explanation.

Dated this day of 20

Signature of Doctor

Drug orders on Frequency & Doctor's Record of Administration
Admission Duration Signature

lime
given
tirme
given
time
given
time
given
time
given
time
given













