Please print) 
Patient Name ____________________________________ History No: ________________ 

I acknowledge that the physician explained to me, in terms I could understand, and answered my questions concerning: 

• The diagnosis and nature of my illness or condition; 

• The proposed procedure, IV t-PA, described as thrombolytic therapy (clot busting medication) administered one time through the veins for the purpose of dissolving the blood clot blocking flow of blood to the brain. 

• The risks of this procedure, including but not limited to: severe bleeding into the brain or anywhere in the body, worsening of stroke symptoms, such as weakness on one side, and may lead to death. Severe internal bleeding may require immediate transfusion of blood. 

• The benefits and possible outcomes of thrombolytic therapy include restoration of blood flow, which minimizes injury to brain cells and results in faster and complete, or near complete, recovery of symptoms due to the stroke. 

• An available viable alternative to thrombolytic therapy is IA t-PA (intrarterial). This is only an alternative if the patient is not eligible for IV t-PA. IA t-PA carries more risk than IV t-PA and may not be as effective. The benefits to this therapy are the same as those of IV t-PA. There is also the alternative of no treatment. The risks and possible outcomes of no treatment include worsening of current symptoms, poor recovery from the stroke, or death from the stroke. 
Since unexpected complications may arise, no guarantee or assurance of the results of this procedure can be given and none has been given to me. If unexpected complications arise in the course of the IV t-PA therapy requiring my physician’s judgment for procedures in addition to, or different from, those now contemplated, I further request and authorize him/her, and the staff, to do whatever is deemed advisable. 
My physician has discussed with me the likelihood of needing a blood transfusion in the case of severe bleeding or surgery. My physician has explained to me the risks and benefits of receiving blood, and the viable medical alternatives and their risks and benefits. 

I have read the above and understand it. My questions have been answered satisfactorily by my physician. I believe that I have adequate information on which to base an informed consent to this procedure. I accept the risks and complications of the procedure. I would like to proceed with IV t-PA as described, and I hereby authorize and consent my physician, or his/her designees, to administer such treatment. 

__________________________________________   __________________   ______________

Patient Signature                                                           Date                               Time 

__________________________________________ 

Print Patient Name 

______________________________________           _________________________________

Signature of Parent/Guardian (if applicable)                  Relationship to Patient 

_______________________________________________  ____________________  ________________
Witness                                                                          Date                              Time
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