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DH. JOSEPH IBRAHIM, M.D
19 EAST 87" STREET, BAYONRE, NJ 07002
PHORE# (201) 436-0088
FAX# (201) 438-0079
CONSERT FOR SPECIAL PROCEDURE(S) :
DATE OF PROCEDURE(S): TIME IF: TIME OUT;
[l Epidurel Stersid Injectionls) with or withaut costragi
[ ] Facet/Medial Branch Heeve Blacks

[ Radiafrequenzy Abdetion of (he Madiel Besnchy Dorsel Rami Nlorves

{1 Bueral ilisc Joistz) Arthesgram and Stersid Injection
[ 1 Selective Harve foot Biock, Trans foraminal Epidrsl

(] Other:
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|
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tocter and/’ ar stalf have explained the risks of the procedure(s), sdvised of allernative

canditien remains aniresied,
procedare(s) invalves ssme risks and no guarantzes or pramiss cen be made concaraing the results

It has bean expleined to me that all forms of diagnostic o trestment
of my procadure(s) or ireatmené(s). Althaugh rare, unexpecied severs r.-umprrnﬂ'unn_vdth and diagnostio or treatmesst procaderes can neew e inclede the
remele possibility of Infection, bleeding, drag reaction, blood clots, nerm injur, lnss af limb fenction, paralysis, strake, bealn damage, beart attack sr death, |

sncerstand thet these rsks.spply to ol forms of dapuostic o reabment procadure(s) and that addifioeal o specfic risk have been idemtfied:
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I hereby consent to the disgnostc or treatment procedure(s) checked shove
wham are cradestisled to provide the ahove services af his health Tacility. |

deemed spprapriate by (fem,

| seknowledge that | hewve read this Form o had it read to me, that | anderstnd the
and It | harve ample lime to ask questions and to comsider my decision.
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[ete: Witnzzs; Palient Bignatare; Signature of Legal
buerdinn sr Healthcare Represantatie:

Reletionchip to paliest

Patient Refeass ba: . Relationship ts Patlen;

Ho Ovlver:
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minutez unkees otherwise instructed by my physician,

Physiclan’s Carlification:
L ML, eariify that | have explaines the specified Prozedura(s] asd the
Healthcare Represzntative who has sigaed the above Consant.

Sigeatare:

ottendant risks. 1o the above named Palient, and/'or Legal Giardinn or

Dste:




NEW JERSEY SPINE &RD PAIN INSTITUTE, LLC
JOSEPH IBRAHIM. MD
19 EAST 27" STREET, BAYONNE, NJ 07009

PHONE# (201) 436-0033
FAX#(201) 4£36-0079
PRE-OP QUESTIONAIRE
Date of Visit: / i |
Name (please print):
Date of Rirth: / = )

1. Please list all medications that you are currently taking:

2. Since your last visit, have you been hosp
illness, injury or infection? O No 0O Yes
If Yes, please explain:

italized with any

3. Are you allergic to any
dye? 0 No O Yes
If Yes, please explain: .

medication(s) or X-Ray/ Contrast

4. Did you stop taking Aspirin, Coumadin or Plavix 7 days
prior to your procedure? O Yes [ No CIN/A

5. Are you -:ﬁ:.dﬂ you think you may be PREGNANT?
U N/A O No O Yes

IF YOU ANSWERED YES, PLEASE NOTIFY THE
DOCTOR.
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