Desert Valley Oral Surgery

L , hereby authorize Dr. to
administer anesthesia for my surgery. I have read, understood and will comply with all post
operative and post anesthesia written instructions.

I will not drive home or use public transportation after my anesthesia for at least 24 hours.
Someone I know will take me home and stay with me for at least 24 hours. I realize that
impairment of full mental alertness may persist for several hours in the post anesthesia period
and I will avoid any decision or activity post operatively which depends upon full concentration
or mental judgment to ensure safe completion of that activity. I will not drive a car, operate
machinery, or ingest alcohol for twenty —four hours after leaving the surgical facility. I will have
supportive postoperative care arranged prior to surgery.

The common problems that sometimes occur in anesthesia such as nausea, vomiting, sore throat,
etc, have been explained to me and I understand them. I am advised that though problems are not
expected, complications cannot be anticipated and that there can be no guarantee, expressed or
implied, that there will be no complications.

Patient is a minor under 18 years of age, and we, the undersigned, are the parents or legal
guardian of the patient and do hereby have legal authority to consent and do consent for the
patient.

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING
PLEASE CIRCLE: EGGS, SOY, MILK OR SULFA.

PRINT PATIENT NAME DATE

SIGNATURE OF PATIENT, PARENT/ LEGAL GUARDIAN

WITNESS




