
D Ahalia Diabetes Hospital 
Treadmill Exercise Test Consent Form 

The treadmil exercise test includes walking and/ or jogging on a moving belt for the purpose of testing 
-The functional performance of your heart, blood vessels, and especially the coronary arteries. 

Preparation for the test includes shaving the chest (if warranted), rubbing the chest area with alcohol and 
an abrasive material. This may cause slight skin irritation. 

During your treadmill exercise test, your blood pressure and electrocardiogram will be monitored. There 
exists the possibility of certain changes occurring during the test which include: abnormal blood Pressure, 
fainting, disorders of the heartbeat, and in very rare instances, a heart attack (less than l in 10,000). Such 
OCcurrences may require the administration of various medications, thế use of needles, or other 
treatments and procedures as needed. 

I recognize that unforeseen conditions arising during the course of the procedure listed above may 
necessitate additional procedures or an extension of those procedures set forth. 

I have read, understand and agree to all of the above statements. I have had an opportunity to ask 
questions about the exercise test, and feel that the test, its risks and benefits have been adequately 
explained to me in my language. I, for myself, give consent for the exercise test to be performed at this 
healthcare facility 

Patient's Name 

Affirmation by physician or his appropriate designee: 

Signature 

Doctor's Name & Seal 

Issue 01/ 19.06.2023 

have examined this patient and explained the benefits, risks and alternatives of the proposed procedure. 
The patient (or the patient's guardian) has been informed of the same and He/she has provided written 
informed consent. 

Date &Time 

Signature 

(Name of Doctor) 

Date &Time 

DMR 64 



If the patient cannot consent for him/her self, the signature of parent, health care provider, legal guardian, 
or Substitute Consent giver who is acting on behalf of the patient, or the patient's next of kin who is 
assenting to the treatment forthe patient, must be obtained. 

SUBSTITUTE CONSENT GIVER 

Do hereby declare that I am the guardian / substitute consent giver for the patient in my capacity as (Relationship) 

Name of Substitute 

I have been asked, in the best interests of the patient, to sign this declaration and consents required by the hospital asthe patient is incompetent to do so. 

Name of Witness 
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Signature 

Job Title 

Years old. 

Witness 

Employee who is not the patient's physician and I have witnessed the patient or his/her Substitute 
Consent Giver voluntarily sign this form. 

Signature 

Date &Time 

Ahalia Hospital 

Date& Time 
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Affirmation by physician or his appropriate designee: 
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SUBSTITUTE CONSENT GIVER 

(sDO). 
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