Example

Consent:  Hysteroscopy

I, _________________________, hereby authorize the physicians of ______________________________ 

to hysteroscopically examine my endometrial cavity and possibly remove or biopsy abnormal tissue.  The diagnosis requiring this procedure is abnormal uterine bleeding.  The purpose of this procedure is to evaluate possible causes of my abnormal bleeding and possibly treat the cause at the same time.

As a result of this procedure being performed there may be material risks of:  infection, allergic reaction, disfiguring scar, severe loss of blood, loss of function of any limb or organ, paralysis, paraplegia, or quadriplegia, brain damage, cardiac arrest, or death.  Other possible risks involved in this procedure include, but are not limited to: damage to your bladder, bowel, uterus, tubes, ovaries and/or major blood vessels requiring repair or removal or partial removal of a portion of that organ.  Possible fistula formation (an opening between bowel, bladder, ureter, vagina, and/or skin) caused by an injury to the bowel, bladder, or ureter.  Possible blood clots that may travel to other parts of the body can cause stroke or death.  

Practical alternatives to this procedure include:  observation, hormonal manipulation, and continued medical management.  If I choose not to have the above procedure, my future medical condition is continued uttering bleeding.

I understand that the physician, medical personnel, and other assistants will rely on statements about the patient, the patient’s medical history, and other information in determining whether to perform the procedure or the course of treatment for the patient’s condition and in recommending the procedure which has been explained.

I understand that the practice of medicine is not an exact science and that no guarantees or assurances have been made to me concerning the results of the procedure.

I understand that during the course of the procedure described above it may be necessary to perform additional procedures which are unforeseen or not known to be needed at the time this consent is given.  I consent to and authorize the persons described herein to make the decisions concerning such procedures.  I also consent to and authorize the performance of such additional procedures as they deem necessary.

I consent to the testing or retention of any tissues or specimens removed from the patient’s body in the course of the procedure.  

By signing this form, I acknowledge that I have read or had this form read and/or explained to me, that I fully understand its contents, that I have been given ample opportunity to ask questions, and that any questions have been answered satisfactorily, and I am willing to undergo the procedure.

_______________________________________________

Witness

_______________________________________________

Patient

___________________

Date 
