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Consent to Investigation, Treatment or Operative Procedure

1. I _________________________, hereby consent to undergo the investigation, treatment or operative procedure, _____________________, ordered, or to be performed, by Dr. Nicholas Skouras.
2.  The nature and anticipated effect of what is proposed including significant risks and alternatives available have been explained to me. I am satisfied with these explanations, and I have understood them.

3.  I also consent to such additional or alternative investigations, treatments or operative procedures as in the opinion of Dr. Nicholas Skouras.
Dated: ________________________

                      Day/Month/Year
______________________________                 _________________________

                    Patient Signature                                                               Witness

_________________________________


Doctor Signature
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