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Information and General Informed Consent
 of neonate's legal representative regarding hospitalisation, or transport within the KNL
	Neonate's first name and surname:
	
	
	

	Date of birth:

	
	Insurance provider code:
	

	Neonate's permanent address:
(or other address)
	

	Legal representative's name:
	
	Date of birth:
	

	Legal representative's phone: 



Medical section
	Reason for hospitalisation:  

	
Neonatal care in post-natal period             



Consent:
	Complete the table like this:
	Circle the answers that apply
	YES

	NO



		Instruction regarding the health status - I was informed about the baby's health status, about his/her condition and its expected progression. 



	YES
	NO

		I was given information about expected benefits of treatment, individual treatment and assessment interventions and their relevance to the baby's condition, and information about potential limitations in baby's usual way of life after the procedure. I was given information about the treatment plan and suitable preventative measures, about the follow-up treatment and assessment procedures, and about the right to freely make a decision about further progress. 



	YES
	NO

	A physician who provided all the necessary information and instruction, explained everything to me in person, disclosed all the content of this information and consent form and I had an opportunity to ask additional questions that were answered. If any unexpected complications occur requiring immediate further intervention necessary to save baby's life or health, I give consent to those interventions needed to save baby's life or health.        
	YES
	NO

	I hereby declare that I did not withhold any facts that are known to me and that might have adverse impact on baby's treatment or endanger people around him/her by transmitting a contagious disease.
	YES
	NO

	I was informed by a physician that I am allowed to see baby's medical records and make notes or copies of it.*
	YES
	NO

		I agree with the option of sending electronic medical documentation in form of pictures or texts to other health care facilities for medical purposes. 



	YES
	NO

	I give consent to a screening of hearing which serves to early detection of potential congenital hearing impairments. The screening itself takes several seconds or minutes. The screening is performed by a nurse or ENT physician. The screening is pain-free and simple.
	YES
	NO

	I give consent to neonatal screening which involves a collection of a few drops of blood from baby's heel onto a special paper. This method serves to detect a disease before it can fully develop and harm baby's health. Currently, there are 13 diseases to be screened for including: congenital thyroid failure, congenital adrenal gland failure, metabolic disorder (phenylketonuria and nine other disorders) and a congenital disorder of mucus viscosity affecting airways (cystic fibrosis). A bruise may appear at a site of puncture.
	YES
	NO

	I give consent to screening of vision for congenital cataract. The screening is pain-free, simple, and performed by a paediatric physician using an ophtalmoscope which looks like a torch. Physician casts a light into baby's eyes from a distance of 30 cm.
	YES
	NO

	I give consent to a sterile removal of residual umbilical stump (with a scalpel) during baby's hospitalisation. The procedure is pain-free, performed by paediatric physician and requires a control of blood loss.



	YES
	NO

	I give consent to a screening of baby's hips. Its aim is to detect congenital hip dislocation early. The screening is performed by an orthopaedic doctor using touch and ultrasound. It is a pain-free and simple assessment.
	YES
	NO

	I hereby declare that based on the information provided I agree with the hospitalisation.
	YES
	NO


	Date:
	Time:
	Signature of legal representative 
	
	Signature of the medical practitioner who provided information
	

	
	
	
	
	
	



Non-medical section
		I agree with the fact that there are other people involved in a health care provision such as students who can also access medical documentation, but I can forbid their presence during health care provision or their access to the medical documentation. 



	YES
	NO

		I give consent to health care quality auditors (both internal and external) to access baby's medical records in extent which is necessary for their work. Quality audits related to medical documentation control are conducted in order to ensure patient safety and to enhance quality of care provided by health care professionals. All of these persons are required to protect the confidentiality of the information contained therein. 



	YES
	NO

		I was informed about the reason for identification band and I give consent to its attachment to baby's arm/leg. 



	YES
	NO

		I give consent to put baby's name at bedside. 



	YES
	NO

		I was informed about the daily routine of the department and understood, including the Charter of Children's Rights. 



	YES
	NO

	I wish to disclose baby's health status to another person (people):
	YES
	NO

	Phone call identification of a caller = childbirth number 

	First name and surname:



	Address:
	
	Phone:
	

	I wish the person (people) above is allowed to:

	a) access baby's medical records
	YES
	NO

	b) make notes or copies from baby's medical records*
	YES
	NO


*Health care facility may request a fee for making notes or copies from medical documentation, and this must not exceed the costs associated with their acquisition (§ 66 paragraph 3) of Act No. 372/2011 Coll., on health care services.

	Date:
	Time:
	Signature of legal representative (carer)
	
	Signature of the non-medical practitioner who provided information

	

	
	
	
	
	
	



	If legal representative cannot sign, 
please state the reason why: 

	

	How did the legal representative show his/her will: 
(e.g. all statements verbally confirmed) 

	

	First name and surname of a health care professional/witness
	Signature of a health care professional/witness
	Date:
	Time:

	

	
	
	



This consent is valid for just one child hospitalisation within the KNL a.s. which may involve a stay in multiple departments.
In case of transport to another department within the KNL a.s., the former department keeps the copy and original remains part of patient transport record.
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