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EMBOLIZATION CONSENT FORM

| hereby authorize Dr. and/or such assistants selected by himher to
perform Embolization therapy of (area) on
{ptName) - This procedure involves puncturing an amm or leg artery with a

neecleihroughhes#mandinbaarhryba@gbﬁnspecﬁcareatobeteaied.ﬂwapnupﬁateaﬂaymﬂbek:lenﬁﬁedsmd
then the embolization material best suited for the procedure will be injected to occlude the vesssl.

IaMzehumdbmlam@e@aasweﬁaswn&bussedaﬂonmdmmmmmm

| acknowledge the risks of the above procedure, which include:

1) Pain

2) Infection, which could inciude abscess formation

3) Allergic reaction to medications, contrast or embolization materials
4)MgaﬁondﬂwenwbaﬁmnmumuummnadamagabnﬂmagasmmmmamsIddneys,lungs,
5) Kidney damage due to conirast material.

Iadunwbdge#mﬂmismguaranmeofagwdwmmemmisaavcmmure. However, | understand that the
doctor feels the potential benefits outweigh the risks of this procedure.

I acknowledge that | have received explanation of any possible altemative freatments.

All of my questions regrading the procedure, the risks, the potential complications, and the altematives have been answered o
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Memorial Hospital
Golden Triangle
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