
Medical Procedure Consent for Anesthesia 

Administration 

Date: ______________________ 

Patient Name: ______________________ 

Date of Birth: ______________________ 

Procedure: ______________________ 

Facility: ______________________ 

Consent Statement 

I, the undersigned, hereby give my consent for the administration of anesthesia during the 

medical procedure described above. I understand that anesthesia is a necessary part of my care 

and may involve risks and complications. 

Understanding the Procedure 

I confirm that I have been informed about the nature of the anesthesia, the types available, and 

the potential risks and benefits involved. I have had the opportunity to ask questions and have 

received satisfactory answers. 

Risks and Complications 

I acknowledge that I understand the possible risks, including but not limited to: 

• Allergic reactions 

• Breathing difficulties 

• Awareness during surgery 

• Cardiovascular complications 

Right to Withdraw Consent 

I understand that I have the right to withdraw my consent at any time prior to the administration 

of anesthesia. 

Patient Signature: ______________________ 

Date: ______________________ 



Provider Signature: ______________________ 

Date: ______________________ 


