MONTANA DEPARTMENT OF CORRECTIONS

(FACILITY)
INFORMED CLINICAL CONSENT
I, 







, understand that the following clinical procedure 

is recommended by 








 .

(MDOC Health Care Provider Name)
The expected benefit(s) from this clinical procedure is/are 


_________________________________________________________________________________

I have been advised by the above-named health care provider of any significant risks in relation to this clinical procedure.  The following reasonably foreseeable risks were discussed: 

I understand that if the procedure is NOT performed the possible risks are: 


I am aware of my right to give informed consent or informed refusal to the recommended treatment discussed above.  I, 


 give my informed consent to have the above clinical procedure performed.

(do or do not)
Offender comments: 


OFFENDER SIGNATURE




DATE           

WITNESS SIGNATURE




DATE

OFFENDER REFUSED TO SIGN 








Witness Signature



Date
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