English/Russian

INFORMED CONSENT FORM

®OPMA NHO®OPMUPOBAHHOI'O COINNACUA

Completed for any procedure requiring written
Informed Consent, including blood or blood
products

PART A

1. | have talked to my doctor or health care
practitioner about:

a. What the procedure/treatment is and what will
happen.

b. How it may help me (the benefits).

c. How it may harm me (the most likely and most
serious risks).

d. The long-term effects the procedure may have.

e. My other choices for treatment and the risks

and benefits of those choices.
f.  What will likely happen if | say “no” to this
procedure.

g. How | may feel right after and how quickly | can
expect to recover.
h. What medicines will be used to manage pain or

sedate me.
i. The likelihood that the procedure will help me
meet my treatment goal.

2. l agree that: (If | do not agree with a statement, |
have crossed it out and initialed next to it.)

a. | will ask questions.

b. Students and others may watch the procedure
after approval by this facility.

c. If it is best for me, my doctor/health care
practitioner may change the plan if other serious
problems are found during the procedure.

d. Pictures or video may be taken to be used for
medical, educational or quality reasons only.

BanonHsemcs dns nobol npoyedypsl,
mpebyrouwel NUCbMeHHO20
UHGhOPMUPOBAHHO20 coe/lacusi, 8KYas
rpouedypbi € UCTOb308aHUEM UellbHOU Kposu
Unu KOMIMOHEHIMOo8 Kposu

YACTb A

1. 51 obcyann ¢ neyawmm Bpa4uoM Unum gpyrum
MeAULMHCKUM CheunanucToMm criegyroulee:

a. B 4yem 3akniovaeTcsa npouenypa/nevyeHune n kak
ee OynyT npoBOAMT.

b. Kak 310 MOXeT MHe noMoub (Nonb3a).

c. Kakow Bpeqg 3TO MOXET NPUYMHUTL MHE
(Hanbonee BepoOSATHbIE M CaMble Cepbe3Hble
puckn).

d. Bo3MOXHbIe 4ONTOCPOYHbIE MOCEACTBMS
npoweaypsbl.

e. [pyrve BO3MOXHOCTU NEYEHNSsT; PUCKM M NONb3a

TaKNX BO3MOXXHOCTEN JTIeYeHUs.
f.  YTO BEeposiTHee Bcero Npov3onaeT, ecnu <
OTKaXKyCb OT 3TOW npoLeaypbl.

g. Kak g 0yny cebsa yyBcTBOBaTL Cpasy Nocrne aTomn
npoLeaypbl 1 CKONMbKO ByaeT AnnTbes
BOCCTaHOBJEHNME.

h. Kakue nekapctsa b6yayT ncnons3oBaTthb A5

KOHTponsa 6onu unu Ansa ceagaumu.
i. Hackonbko BeposiTHO, YTO 3Ta npoueaypa
NMOMOXET JOCTUYL Lienei neveHns.

2. 5 cornawatrocb Ha cnegytoliee (ecnu A He
corflaceH ¢ KakMM-HUG6yab NYHKTOM, TO 1 ero
BbIYE€PKHY M MOCTaBIO0 CBOW MHULMATbI PSAOM C
HUM):

a. 4 6yny 3agaBaTb BOMNPOCHI.

b. TMocne nonyyeHus paspeLleHnst OT 3TON
KIMMHUKM CTYOEHTbI M ap. MOryT Habnwoaath 3a
npouenypon.

B mMounx nHtepecax nevawimi Bpad /
MEeOULIMHCKMIA CneLmanmuct MOXeT UBMEHUTb
nnaH npoueaypsbl, €CNv BO BpeMsl NpoLeaypbl
OyayT obHapyxeHbl Apyrme cepbesHble
npo6nembi.

doTorpacupoBaHue Unu BMOE03anmcb MOXHO
AenaTb TOMNbKO ANS MEAUUMHCKUX NN
obpasoBaTenbHbIX Lenen, nnbo anst KOHTpons
KayecTBa.
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3. lunderstand that:
a. No one has promised me definite results.
b. I can change my mind. If | do, | must tell my

doctor or health care practitioner as soon as
possible.

c. The team will double-check who | am. They will

ask what | am having done. This is to protect
me.

d. If a staff person is exposed to my blood or body

fluids, my blood will be drawn and tested for HIV
and hepatitis. The test results will go: to me, in
my medical record, to the Employee Health
Services Department and/or Infection Control at
this facility, to state health officials, and to the
exposed worker; this is to decide if treatment for
the worker is needed.

e. Tissues or items removed from my body may be

tested. They will be disposed of with respect.
Unless | check the box below, leftover tissue not
needed for my care may be used for research or
teaching purposes.

[0 No, | do not agree that my tissue can be
used for research or teaching purposes

4. The following written Informed Consent

Supplement(s) (ICS) have been discussed with me:

O None
O Blood Management

O Anesthesia

Anesthesia Provider
Signature (optional)

O Other:

Date/Time

3. A noHumato cnegymollee:

a. HwukTto He obellan MHe HMKaKUX KOHKPETHbIX
pe3ynbTaToB.

b. A mory nepegymatb. Ecnu 51 nepeaymato, To S
OOIMKeH coobLnTb 06 9TOM Kak MOXHO ckopee
nevatlemMy Bpayy UnvM MeamumMHCKOMY
crneunanucry.

c. Jlevawas Opuraga ewle pas NpoBEPUT, KTO 5.
OHu cnpocaT, 4To MHe ByayT Aenatb. ATO
aenaetcs Anst Moen 3aluThbl.

d. Ecnny koro-Hubyab 13 nepcoHana oyaet
KOHTaKT C MO€W KPOBbIO MITN KNOKOCTSMU
opraHmama, y MeHsi BO3bMyT KPOBb )11 aHanm3a
Ha BWY u renaTtut. PedynbTatbl coobLiaT MHe,
BHECYT B MOIO UCTOpMIO BonesHu, coobiat
oTAeny oxpaHbl 340POBbS COTPYAHMKOB M/UNn
oTAeny npeaynpexaeHns MHPEKLNOHHbIX
3aboneBaHU 3TON KIMUHKKK, a Takxke oTaeny
3[paBOOXPaHEHNS WTATa U COTPYAHMKY, Y
KOTOPOro OblST KOHTaKT; 3TO TpebyeTcs, YTOObI
PELLUNTb, HY>KHO NN NIEYNTb 3TOr0 COTPYAHMKA.

e. TkaHu unm o6beKTbI, yaaneHHble 3 Moero
opraHuama, mMoryT ObiTb nccrnegoBaHbl. OHK
OyayT YHUYTOXEHbI AOCTOMHbIM 06pa3oMm.
Ecnu s He nocTaBun ranoyky B KBagpaTuke
HWXe, TO OCTaBLUMECS TKaHW, HE HYXHble AN
MOETO fIe4YEHMs], MOryT BbITb MCMOMNb30BaHbI
AN HAYYHbIX UNKN y4ebHbIX Lenen.

O HerT, g He cornaceH, 4Tobbl TKaHW,
yAaneHHble N3 Moero opraHnama, 6binm
NCMOMb30BaHbl 4S5 HAYYHbIX UMK
y4eObHbIX uenen

4. Co MHOM oGcyXaanu cnegyrowme NMCbMeHHbIe
npunoxexus K ¢popme MHpOPMMpPOBaAHHOTO
cornacwus:

O Hukakue
O CnexeHune 3a NoTepein KPOBK

O AHecTtesuns
AHecmesuorioe LHama/spemsi
lModnuck (He 0bsi3ameribHO)

O Opyrve
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Must be completed if the patient is
undergoing a procedure with
general/regional anesthesia,
moderate/deep sedation or Monitored
Anesthesia Care (MAC)

(Optional for all other procedures)

PART B

5. Blood Transfusion:

[ Yes, you may give me blood (blood products) if |
need them during my stay. | have been told how
likely it is that | will need a blood transfusion. |
know the risks, benefits, and alternatives of
receiving blood (blood products). My special
instructions about blood products are listed in
Part C.

O No, you may not give me blood (blood products)
for any reason. | have been told how likely it is
that | will need a blood transfusion. | know the
risks, benefits, and alternatives of receiving blood
(blood products).

LTN/A - Not applicable.

6. Code Status: If | have Do Not Resuscitate (DNR)
wishes:

O You may suspend my DNR wishes during the
procedure and immediate post anesthesia period.

O I want my DNR wishes to continue during the
procedure and immediate post anesthesia period.

O | want my Partial Code order as outlined in my
medical record to be followed during the
procedure and immediate post anesthesia period.

O N/A — Not applicable: the patient is full code.

Ob6sizamernbHO dormkHa bbimb 3arofiHeHa,
ecnu bosibHOMYy npedcmoum ripouedypa ¢
ucrnonib3o8aHueM obuwieli/peauoHapHoU
aHecmeauu, ymepeHHou/2r1ybokol cedayuu
unu roCMOosIHHO20 aHecme3uo02u4ecKo20
HabnodeHus (Monitored Anesthesia Care
(MAC)). (dns ecex dpyeaux npouyedyp
3anonHsme He 0b6s13ameribHO)

YACTb B

5. MepenuBaHue KpoBMu:

O [a, s aato paspelleHre Ha BiMBaHWE MHe KpoBU
(KOMNOHEHTOB KPOBMW), €CNK 3TO HEOBXOAUMO ANis
MEHS1 BO BpeMsi NpebbiBaHus B KNUHNKE. MHe
00BACHWUNN, HACKOIbKO BENKa BEPOSITHOCTb TOrO,
4YTO MHe noTpebyeTcs nepenveaHue Kpoeu. MHe
N3BECTHbI PUCKM, NOMb3a U anbTepHaTUBHI
BBEOEHUsI KPOBU (KOMMOHEHTOB KpoBu). Moun
cneumanbHble ykasaHusi 06 NCnonb3oBaHUN
KOMMOHEHTOB KpoBM npueoadatcsa B Yactu C.

HeT, 9 He fato paspeLleHns Ha BNnBaHWe MHe
KpoBM (KOMMOHEHTOB KPOBW) HY MPU Kaknx
obcTosTensctBax. MHe 06BACHUNN, HACKONbKO
Bernka BEpPOSATHOCTb TOro, YTO MHe noTpebyeTca
nepenveaHve KpoBu. MHe M3BeCTHbI PUCKK, NONb3a
N anbTepHaTMBbl BBEOEHWSI KPOBU (KOMMOHEHTOB
KpoBM).

O HenpumeHumo.

6. PacnopsixxeHue o peaHnmauuun: Ecnun y mens
npegnucaHe «He peaHummpoBatb» (DNRY):

O A paspeLuato, 4ToObLI MOE nNpeanucaHne «He
peaHumupoBaTby (DNR) 66110 0TMEHEHO B
TeyeHue 3TOM npoueaypbl 1 nepunoga
HenocpeaCcTBEHHO Nocne AeNCTBUS aHeCcTe3unu.

O A xouy, ytobbl MOe NpegnucaHne «He
peaHnmmpoBaTb» (DNR) coxpaHsanock B TeveHue
3TOW npoueaypbl 1 nepuoga HENOCPEeACTBEHHO
rnocne OencTBmsa aHecTe3nn.

O A xo4y, 4TOGbLI MOE NpeanucaHne YacTUYHOro
KoAa, 3annucaHHoe B uctopun 6onesHu,
BbINOJSIHANOCH B TEYEHNE 3TOW npoueaypbl
nepuoaa HenocpeacTBEHHO nocrie AenCTBUS
aHecTe3uu.

OHenpumeHumo: y 6051bHO20 MOsIHbIU KOO.
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Completed for any procedure requiring
written Informed Consent

PART C

I, [print patient’s name]:

BanonHsiemcs dns ecex npoyedyp,
mpebyrouwux nUCbMeHHO20
UHGhOpMUpPOBaHHO20 coariacusi

YACTb C

A, [uma n pammnua 6onbHOro nevyaTHeiMn GykBamu]:

a. Agree that | will have: [state the planned

procedure/treatment]:
b. At
on / /

(Procedure/Treatment Date)

c. The reason for this procedure/treatment is [medical
condition]:

d. This will be performed or supervised by:

e. Other team members may work with my doctor or
health care practitioner. This could include opening and
closing the wound, taking grafts, cutting out tissue,
implanting devices. | have been told who will help, if
known. The key team members that will assist are:
Nameltitle:

Critical task:
Nameltitle:

Critical task:
Nameltitle:

Critical task:

f. I understand that my team members may change
during the procedure.

a. CornaceH Ha: [ykasaTb NnaHMpyemyto

npoueaypy/nedvexuel:
b.B
(Bpewmsi) / /

(maTta npouenypbl/nevyeHns)
c. ObocHoBaHwWe 3TON Npoueaypbl/nedeHns [MeamumHcKkoe
nokasaHwue]:

d. NeyeHwne/npouenypy 6yaet NPoOBOAUTL UINN PYKOBOANTL:

e. Kpome neyvauiero Bpaya unm meguumHCKoro

crneuuvanucTta, MOoryT NMpUHUMaTh y4yacTue 1 ApYyrue YneHbl

Opuragpl. B yacTHOCTM, OHM MOTYT caenaTtb paspes,

3aKpbITb paHy, B3ATb TKaHb ANl Nepecanku, BblpesaTtb

TKaHb, UMMNIIaHTMpoBaTh ycTponcTea. MHe coobLumnu, KTo

OyoeT accucTMpoBaThb, ECIM 3TO yKe U3BECTHO. Hunke

nepeyncrneHbl rnaBHble YneHbl bpuragel, KoTopble 6yayT

accucTnpoBaThb:

Wmsi n hbammnusa/aomKHoCTb:
B yem nmeHHo:

Mimsa n doammnnus/gormKHoOCTb:
B yem nmeHHo:

Mmsa n bammnms/gomkHoCTb:

B yemM vmeHHO:

f. A noHnmato, 4TO BO Bpems npoueaypbl YneHbl Opuraabl
MOTYT ObITb 3aMEHEHBI.
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My questions have been answered. | agree to the
procedure/treatment. My instructions and special needs
are:

A nony4yun oTeBeTbl Ha CBOU BOMNPOCHI. A nato cornacue Ha
npou,e/:l,ypy/nequme. Mown YKa3aHuA 1 cneunanbHble
HY>XObl:

Date Time Signature of Patient

(or substitute decision-maker)

Relationship to Patient

Date Time  Interpreter Name/Device Used
(when required)

Language/Organization

Oata Bpewms Moanuck 6onbHOro

(MM NPYHMMALOLLETO PELLEHUS 3a HEro )

OTHoLwleHune k 6onbHOMY

Oata Bpemsa Wwmsa n damnnua nepesoguunka/
ncnonb3yemoe obopynosaHve
(ecnu TpebyeTcs)

A3sbIk/opraHusaums

Practitioner Signature:

The procedure and the information stated above have
been discussed with the patient or the patient’s substitute
decision-maker and all questions were answered. The
patient/substitute decision-maker consented to the
procedure.

Laterality of pathology
O Left O Right O Midline O N/A

Site Marking (must be completed on the day of the
procedure):
O Site marked with patient participation (unless
patient is unable to participate in site marking)
O Procedure meets site marking exclusion criteria
per Allina Health Universal Protocol Policy
O Procedure site determined by imaging localization
or magnet

Moanucb MeAULMHCKOro cneyuanucTa:

Mpoueaypa v npuBefeHHas Bbllle UHpopmauns

obcyxganucb ¢ 60MbHBIM UK C MPUHUMAIOLLUM 33 HEro

peLleHns NULIOM, U Ha BCe BOMNPOCH! Obinuv AaHbl OTBETHI.

BonbHoW/NpMHUMatoLLee 3a HEro peLLeHns NIMLO Cornacex

Ha npoueaypy.

C kakol cmopOoHbI namosnoausi

O CneBa O Cnpasa O Mo ueHTpy

O Henpumenumo

Mecmo exoda (BormkHO BbiTb 3aMONHEHO B A€Hb MPOLeaypbI):
O MecTo BxOAa 0TMeYeHO ¢ ydactmem 6onbHoro (ecnm
OH B COCTOSIHUM y4acTBOBaTb B MapKMUPOBKE)
O Mpouenypa He TpebyeT MapkMPOBKN MeCTa BXxoAa B
cootBeTcTBUM C KpnuTepuamm Allina Universal Protocol
Policy
O MecTo npoueaypbl onpegensieTcsi ¢ NOMOLLbH
pagunonormnyeckon unu MP-smayanusauun

Date Time Practitioner Signature(s)

Hata Bpewmsa Mognuce (nognucun) MeanLmMHCKOro
cneumanucra (cneymanmcToB)

Witness Signature:
Signed by the person witnessing or verifying the signature of the
patient or the patient’s substitute decision-maker.

O Witnessed the signature
O Verified the telephone consent
O Verified the signature completed previously by the patient

Date Time Signature of Witness

Date Time Signature of Witness

Mognucb cBupeTens:
lModnuck nuya, 3aceudemernibcmeogasuieco unu nodmeepousuieco
nodnucek 60/1bHO20 UNU Nuya, NMPUHUMaKwez20 peweHusi 3a 60/1bHO2O0.

O 3aceBupgeTtenbctsoBan NoAanuchb
O MogTBepaun nonyyeHHoe no TenedoHy cornacme
O lNogTteepawn NnoAnuch, caenaHHyo 60MbHBIM paHbLUe

[ata Bpems MNopgnuck cBupeTens

[ata Bpewms MNoanunce cengeTtens
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Date

Time Interpreter Name/Device Used

(when required)

Language/Organization

Oata Bpema  Vwmsa n pamunusa nepesogunka/
ncrnonb3yemoe obopyaoBaHune
(ecnu TpebyeTcs)

A3sbIk/opraHvaayms

Safe Match #
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