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[Name of Physician Practice]

         Consent to Chemotherapy v1 0809
I, _______________________________, understand that I have been diagnosed with ____________________________________________________________________. 

I understand that the treatment suggested by my doctor, Dr. ____________________, will involve ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

The goal of my treatment is _______________________________________________________________________________________________________________________________________________________________________________________________________________.

I understand that health professionals at __________________________________ will help my doctor provide this treatment. I also understand that other health care providers may be needed for my care.    

I understand that there are benefits of this treatment if it is successful. I also understand that my doctors cannot be sure that the treatment will help me. 

I understand that the chemotherapy medications recommended by my doctor can have short-term and long-term side effects. My doctor talked to me about the following side effects that I might experience because of my chemotherapy: (check all that apply; additional space provided for physician comments)  

□ Nausea/Vomiting _________________________________________________________
□ Hair Loss________________________________________________________________
□ Low red blood cell count/Anemia_____________________________________________
□ Fatigue​​​​​__________________________________________________________________
□ Risk of Infection​​​​​​​​​​___________________________________________________________
□ Risk of Bleeding​__________________________________________________________
□ Constipation​______________________________________________________________
□ Diarrhea_________________________________________________________________

□ Sores of Mouth and Throat__________________________________________________
□ Skin Effects______________________________________________________________
□ Muscle/Bone Effects_______________________________________________________
□ Nerve Effects_____________________________________________________________

□ Kidney/Bladder Effects_____________________________________________________
□ Sexual Effects____________________________________________________________

□ Heart Effects _____________________________________________________________

□ Lung Effects______________________________________________________________

□ Reproductive/Fertility Effects________________________________________________

□ Other___________________________________________________________________

I understand that complications from chemotherapy could cause my death.

I understand that I could have side effects from my chemotherapy that are not listed on this form. Each patient can respond differently to chemotherapy, and could have side effects that have not been reported by others. 

The reasonable alternatives to this chemotherapy treatment have been explained to me, including: _______________________________________________________________________________________________________________________________________________________________________________________________________________.  

I also understand that I may stop this treatment at any time.

I have had the chance to ask questions about this treatment, and my questions have been answered to my satisfaction.  I understand that I can contact my health care provider at any time if I have questions, by calling _________________________.

I will receive a copy of this consent form.

I understand that by signing this document I am consenting to receive the chemotherapy medicines proposed by my health care provider.  

Patient Signature _________________________________                Date__________

For patients requiring translation or verbal reading of this document, the person 

reading/translating should document and sign below:

Reader/Translator Signature______________________                     Date__________
________________                                                                            _______________

Patient D.O.B.
                                                                                                          Patient I.D.
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________________                                                                            _______________

Patient D.O.B.
                                                                                                          Patient I.D.
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Informed consent is an ongoing communication process.  Consent forms, including this template, are in no way intended to replace or limit, in whole or in part, the thorough exchange of information between physicians and patients, and should not be used in this manner.  Though the consent template reflects basic informed consent requirements, no single consent form could be appropriate for all patients.  It is the responsibility of the treating physician or other health care provider to tailor the consent process to meet individual patient’s needs. Because the consent form can include confidential information about a patient’s medical record and treatment regimen, it should be used or disclosed only in accordance with federal and state privacy laws.  Laws governing informed consent vary from state to state and may change over time.  Before using the template, health care providers are advised to consult legal counsel to determine whether all required elements of informed consent are addressed. Use of this consent template is entirely voluntary and does not imply ASCO’s endorsement of any physician practice, treatment regimen, or product.  ASCO assumes no responsibility for any injury or damage to persons or property arising out of or related any use of this Template, any changes made to this Template by the user, or any errors or omissions.


