CONSENT FOR ADMINISTRATION OF INTRAVENOUS r-TPA

FOR ACUTE STROKE

I authorize Dr. _____________________________ and those whom he/she may designate as associates to administer IV recombinant tissue plasminogen activator (r-TPA).  My physician has informed me of the associated risks, benefits, and alternatives.

I understand that during the administration of this drug, conditions may be encountered that require surgical or other procedures in addition to or different from those expected.  I further request and authorize the above named physician or his/her designee to perform such additional procedures, as he/she thinks necessary.

I voluntarily consent to the administration of IV r-TPA or any other treatment, injection or procedure necessary in the judgment of my physician.

I HAVE READ, UNDERSTAND AND AGREE TO THE CONTENTS OF THIS FORM

__________________________________
____________________________________

                      Witness



         Signature of patient (or authorized person)

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

I have discussed the indication(s), risks, benefits and alternatives related to the administration of IV r-TPA with the above patient or their legal representative.

_________________________________________
___________________________________________

                  Physician Signature                                                                              Date/Time

