
Chief physician 
May 7, 2002 

Order No. 112 

1st. Annex 

Public institution Republican Hospital of Panevėžys 

CONSENT / Agreement TO MAKE SURGERY  

OR HEALING ( DIAGNOSTIC ) PROCEDURE 

 

Date: 20____year____________month______day 

 

I, ___________________________ transfer / give permission for doctor___________________________ 
/name, surname/     /name, surname/ 

and his chosen assistants to treat this one, identified previous illness (condition): 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

The procedure (procedures) required for treatment have been explained to me and I understand that 

will be done: 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

If during the operation any unforeseen circumstances become evident that require additional and 

/ or different procedures from those described above, I authorize the mentioned persons to do what is necessary 

and not contrary to medical science. 

The nature of the operation explained to me, its purpose, the operational risk, and the 

complications of, which may include: 

Bleeding, infection, blood clotting disorders, allergic reactions, cardiac problems, not solving a 

surgical problem, other organ damage. 

I understand, that medical and surgical practice is not an exact science and no guarantee of results 

can be given. 

I have no objection of being filmed or photographed during surgery for medical advancement 

and training, and having an observers in the operating room, would not violate privacy, where possible.  

I agree that the tissues, which were removed during surgery, the implants or foreign bodies would 

be sent for medical examination and would belong to the hospital. 

I know, that during this operation, I could be used up with donor blood, I am introduced with 

possible complications and remedies for this procedure, which are applied to prevent them. I know, that control 

of blood-borne diseases in the donor blood is carried out by specialized services, and operating surgeons are 

not responsible for this.  

 

I confirm that I have read and understood this consent for the operation and got all the explanations I 

needed. 

 

_______________________  ______________________________ 
/patients signature/   /doctors signature/ 

 

If the patient is the minor, incapacitated or incapable of signing consent: 

____________________________________________________________________________________ 
/signature of patient parents, spouse, or signature of the responsible person and connection links with the patient/ 


