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15315 - 66 Avenue, Suite 311, Surrey, BC V3S 2A1
Fax: 604-398-8265 I Tel: 604-332-7988
Email: Admin@heme-iron-infusion.ca
HEALTHCARE CONSENT FORM

This consent form applies to care provided by the Hematology and Iron Infusion Clinic, including telehealth consultations and intravenous (IV) iron infusion therapy.
Patient Information
Full Name: ________________________________
Date of Birth: _____________________________
PHN (if available): ________________________
Phone Number: _____________________________
Email Address: ____________________________

1. Consent for Telehealth Consultation
I understand that telehealth involves the delivery of healthcare services using telephone or secure video communication. During a telehealth consultation, my physician will obtain relevant medical history, review available investigations, and provide medical advice where appropriate.

I acknowledge that:
• Telehealth may have limitations compared with in-person assessments.
• Technical issues may occur.
• Telehealth is not intended for emergency medical care.

I consent to participate in telehealth consultations with Heme Iron Infusion Clinic.
Patient Initials: ____________    Date: ____________
2. Consent for Intravenous (IV) Iron Infusion
I understand that I have been recommended to receive intravenous iron therapy for the treatment of iron deficiency with or without anemia. IV iron may be recommended when oral iron is not tolerated, ineffective, or not appropriate.

The proposed treatment may include Ferrinject® (ferric carboxymaltose) or another IV iron formulation if clinically indicated.
I understand the potential benefits of IV iron therapy, which may include improvement in iron stores and symptoms such as fatigue, reduced exercise tolerance, and shortness of breath.
I have been informed of potential risks and side effects, including but not limited to:
• Headache, nausea, dizziness, or flushing
• Injection site discomfort or skin staining
• Low phosphate levels (hypophosphatemia)
• Allergic or hypersensitivity reactions, which are rare but may be serious
I understand that alternative treatments may include oral iron therapy, dietary modification, observation, or alternative IV iron preparations, depending on my clinical circumstances.
Patient Initials: ____________    Date: ____________
3. Monitoring and Emergency Care
I understand that I will be monitored during the IV iron infusion. I consent to the administration of emergency treatment, including medications and supportive care, if required to manage an adverse reaction.
Patient Initials: ____________    Date: ____________
4. Privacy and Information Sharing
I understand that my personal and health information will be collected, used, and disclosed in accordance with the clinic’s Privacy Policy and applicable laws in British Columbia. Information may be shared with pharmacies, laboratories, and other healthcare providers involved in my care.
Patient Initials: ____________    Date: ____________
5. Voluntary Consent
I confirm that:
• I have had the opportunity to ask questions and they have been answered to my satisfaction.
• I understand that I may withdraw consent at any time by informing the clinic.
• I understand that withdrawing consent may affect the clinic’s ability to provide care.
Patient Initials: ____________    Date: ____________
Signature
Patient Name (Print): ________________________________

Patient Signature: _________________________________    Date: ____________


[Emailing this form back to the clinic confirms that the patient has signed the form]
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