Informed Consent for Tubal Ligation
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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:

[  ]  Ligation and excision of portion of fallopian tubes through abdominal incision, including postpartum.  

[  ]  Laparoscopic sterilization by application of plastic falope rings.

[  ]  Laparoscopic sterilization by electrocoagulation with or without division of tubes.

[  ]  Other ________________________________________________________________ 

2. If a laparoscopic sterilization cannot be completed due to technical difficulties, I prefer:

[  ] Another route of tubal sterilization.  I understand this will involve other incisions.

[  ] The procedure is discontinued.  I will use another method of birth control.

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

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

5. I understand the nature and purpose of this operation is to make me sterile.  I realize that no sterilization procedure is 100% effective, and no guarantee has been given to me that I will never become pregnant.

6. Alternative methods of birth control have been explained to me.  The risks and possible complications of my sterilization procedure have been explained to me.  More common risks include excessive bleeding and infection.  Less common risks include tubal pregnancy; blood transfusion; injury to organs of the digestive system or urinary tract; blood clots in the legs, pelvis, lungs; or anesthetic complications.  All operations or procedures have an extremely rare risk of death.

7. I give my full informed consent for the above-mentioned surgical procedure.  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)

