{Practice Name}

{Practice Address}

PATIENT CONSENT FORM

FOR CHEMOTHERAPY
I, the undersigned, hereby authorize Dr. _______________ (and whomever he/she designates as authorized members of the health care team) to administer the following chemotherapy medications:

_____________________________________________​​​​​​​​​​​​​​​​​​​​​​​___________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

I understand that the purpose of these medicines is to provide treatment of my cancer. I have received descriptions of the medicines and overall treatment. 
I have received an explanation of how the medicines are given (administered), as well as any possible side effects. I understand that acceptable alternative medications are available for some cancers, and that in some instances there are medically acceptable alternative ways to administer the chemotherapy medicines. I accept the treatment program and method of medication administration proposed to me as one of the medically acceptable ways of treating my cancer.

Some of the more common side effects of the medications may be nausea and vomiting, anemia (low red blood cell count), digestive system problems, and loss of hair. I recognize that some of the medications may cause damage to my veins and the surrounding tissues, causing changes in their appearance, even when the medication is given properly.  

Some of the medications may cause drowsiness and may impair my ability to drive or operate equipment. I understand that if I receive a medicine that may cause drowsiness, I am required to have someone drive me home after those treatments.

Adverse reactions to the medicines, if serious, could result in permanent injury or even death. In the event of physical injury, adverse reactions, or side effects resulting from these medications, medical treatment will be provided. The cost of treatment and hospitalization of such adverse reactions or side effects, however, will be my responsibility.

Medical assistance is available at all times from the doctor and staff providing my care. I may reach my doctor by contacting the clinic. In case of emergency, I may reach Dr. ____________________  or his/her associates by phoning __________________​​​___ at any time.

In signing this form, I indicate that: 

1. I understand the nature of the chemotherapy medications involved and the methods by which they will be given to me.

2. I understand the alternative treatment possibilities, if they exist for my condition.

3. I understand the relative advantages, disadvantages, and risks associated with the alternative treatment(s).

4. I understand the potential risks and hazards involved in the treatment my doctor has chosen for me, as outlined above.

I understand that I have the right to refuse treatment, and that I have the right to refuse to continue treatment after it has begun. Refusal to receive treatment at this time, or refusal to continue treatment at a later date, does not deny me the opportunity for any other medical care. Refusal to receive treatment does not deny me the opportunity to reconsider treatment in the future, should I wish to receive treatment at a later time.

I acknowledge receipt of a copy of this consent form. My signature indicates that I have read and understand this form, and that I wish to proceed with the treatment as proposed.

___________________________________​​​​​​__                 ___________________

Patient Signature (or person authorized 


     Date
to consent for patient





_____________________________________

Patient Name - Printed

_____________________________________

Witness Signature
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