Informed Consent for LEEP/Conization of the Cervix
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Patient Name _____________________________                        Date _________________________

I hereby authorize Dr. ______________________ and such other associates as may be selected by the attending doctor to perform conization of the cervix.

1. In the event developments indicate further operation/procedure may be necessary, I authorize the physician to use his/her own judgment and do whatever he/she deems advisable during the operation/procedure for my best interest.

2. I consent to the administration of such anesthetics as may be considered necessary or advisable by my doctor or anesthesiologist.

3. The nature and purpose of the operation/procedure, possible alternative methods of treatment, the risks involved and the possible consequences and complications have been explained to me. The more common risks include bleeding and infection. Less common risks would include cervical incompetence, blood transfusion, hysterectomy, and anesthetic complications All operations/procedures carry an extremely rare risk of death.

4. Although this procedure is meant to eliminate the abnormal cells from my cervix, I understand there is always a small chance that these cells may return, and future follow-up is needed.

5. I give my full informed consent for the surgical procedure mentioned above. All of my questions concerning the operation/procedure and its possible outcomes have been answered to my satisfaction.

___________________________     ________            ___________________________     _________

Patient’s Signature                             Date
               Physician’s Signature

  Date

Should you have any questions about your operation or procedure at any time, I urge you to call me.  I will be happy to answer any questions you may have.                        (MD initials)

