
Anesthesia Consent Agreement 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Procedure: [Insert Procedure Name] 

Surgeon: [Insert Surgeon Name] 

Consent for Anesthesia 

I, [Insert Patient Name], hereby consent to receive anesthesia for the above-named procedure. 

Understanding of Risks 

I understand that anesthesia may pose risks, including but not limited to: 

• Allergic reactions 

• Respiratory complications 

• Cardiovascular issues 

• Potential for awareness during surgery 

Disclosure of Medical History 

I have disclosed my medical history, including allergies, medications, and previous surgeries, to 

the anesthesia provider. 

Right to Ask Questions 

I understand that I have the right to ask questions regarding the anesthesia process and the 

associated risks. 

Signature 

Patient Signature: ____________________________ 

Date: ______________________ 

Witness Signature 

Witness Name: ________________________________ 

Date: ______________________ 



Contact Information 

If you have any questions or concerns regarding the anesthesia, please contact: 

[Insert Anesthesia Provider Contact Information] 


