
 
 

 

मेडिकल ऑन्कोलॉजी / हेमेटोलॉजी डिभाग 

 

 

 



 
 

 

DEPARTMENT OF MEDICAL ONCOLOGY/ HEMATOLOGY 

 

Name                                    UID:                                                           ward:  Day care/ IPD                           bed                

Date/ Time                                      Age               Sex       

                    

 Diagnosis                                                           Consultant:                                  

I hereby authorize Dr._________________________ (Treating physician) and /or assistants as may be selected by him/her to administer the 

following chemotherapy Medication/protocol__________________________   to treat my disease. The stipulated duration of treatment is 

_______ days. However, I understand that the actual duration of treatment depends on how human body react to the treatment. I completely 

understand the possibilities of unexpected, life threating events during treatments; which may necessitate urgent medical resuscitation by the 

treating team. I hereby authorize the treating team to do all needful procedure, in my good fate. 

I have been informed about the expected outcome of the treatment, which includes possible treatment responses and possible side effects. I 

understand that the treatment outcome are just probabilities and there is no guaranty of treatment outcomes.  

I have been explained the short term and long term consequences of chemotherapy in detail by my treating doctor. The doctor explained 

following and other effects of the chemotherapy treatment observed by patients under treatment. 

 Hair fall 

 Impairment of hearing/ balance 

 Loss / alteration of taste/appetite 

  Oral ulcers 

 Throat/ nasal congestion or infection  

 Lung infection/ injury 

 Change in heart rate 

 Heart attack 

 Constipation/ Diarrhoea  

 Vomiting/ Acidity/ pain abdomen 

 Jaundice/ liver injury 

 Urinary problems/ dysuria/ haematuria 

 Kidney dysfunction 

 Change in blood sugar levels 

 Infertility/ low sperm count/ loss of oocytes 

 Mensural irregularities/ menopause/ hot flushes 

 increase in size of male breast 

 Fatigue  

 Muscle/bone pain 

 Muscle loss/weakness 

 Depression 

 Anaemia/ Neutropenia/ Thrombocytopenia 

 Pain/ swelling/ redness at cannula site 

 Extravasation of chemotherapy 

 Thrombosis of veins 

 Osteoporosis/ Osteopenia 

 Fever 

 Allergy/hyperactivity/ skin rashes 

 Skin pigmentation/ depigmentation 

  Weight loss or gain 

 Secondary neoplasm due to chemotherapy. 

I understand the complications of chemotherapy which may include death of the patient. I understand there could be other effects of 

chemotherapy which might other than mentioned above. In situation of any adverse event noticed by me during treatment, I will report to the 

doctor/ hospital.  

I have been informed about the available alternative to chemotherapy and the comparison of effect and side effects between the two treatment 

options. I have opted to underwent chemotherapy after thorough discussion and understanding. I give my consent for photography/ 

videography during treatment which may be used for internal quality control of care and academic purpose.  

 I have been told the above mention information in a language understood by me and I give my consent for administration of above mention 

treatment after understanding the potential risks and complications of  the treatment.  

 

Patient name: 
Patient signature/ left thumb impression: 
Signature of parents/ legal guardian (In case of minor or patient unable to understand): 
Name of legal guardian and relation:  
   

 Consent taken by 

  Name  

 Designation 

  Date/ time 


