Informed Consent for Operation or Procedure
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Patient Name:  _______________________________________           Date:  ____________________________

1. I hereby authorize Dr. __________________ and such other associates as may be selected by the attending doctor to perform the following operation/procedure (s):

______Abdominal Hysterectomy (removal of uterus)

______Possible removal of tubes and ovaries

______Vaginal Hysterectomy (removal of uterus)

______Repair of relaxed vaginal walls (top and bottom)

______Laparoscopically assisted vaginal hysterectomy (LAVH), with possible removal of tubes and ovaries

______Exploratory Laparotomy

______Retropubic Urethropexy (Burch) – (Abdominal bladder suspension)

______Other _______________________________________________________​​​__________

2. During the course of my operation, unforeseen conditions may become apparent that require extension of the original procedure or a different procedure.  I authorize my physician and assistants to perform such procedures as they, in their professional judgement, deem necessary and advisable.

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

4. 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 frequent risks include bleeding or infection.  Less common risks include transfusion; injury to organs of the digestive system or urinary tract; blood clots in legs, pelvis or lungs; and anesthetic complications.

All operations and procedures have an extremely rare risk of death.

Additional Risks:  ________________________________________________________________ 

5. The practice of medicine and surgery is not an exact science.  I acknowledge that no guarantees have been made to me regarding the results of this procedure. 

6. All information necessary for my informed consent including alternative forms of treatment have been discussed to me by my physician, and all my questions regarding the procedure 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)

