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Authorization for Operation or Procedure

	I hereby authorize Dr. James my attending physician, other physician, other physician(s) and/or resident assistant(s), and any other assistant(s) to be selected by the above-named physician to treat me or my ______________________________,

                                                       (relationship)

     ___________________________________________________________________________

                                                       (Name of Patient)

and to perform the following operation or procedure: epididymal aspiration and/or testicular aspiration or possible biopsy.

I understand the nature of this procedure to be:  Use needle to retrieve sperm or testicular tissue.



	The above-named physician has discussed with me the purpose of this operation or procedure, the possible risks and complications, and available alternative treatments for my condition.

I consent to the performance of operations or procedures in addition to or different from those now contemplated which the above-named physician deems necessary or desirable on the basis of unforeseen conditions encountered during the operation or procedure.  Any tissues or parts surgically removed may be examined and disposed of by CNY Fertility Center in accordance with customary practice. 



	     Local Anesthesia (when applicable):

           The above named physician has advised me that he will administer a local anesthesia. 

            He had discussed with me the type of anesthesia he will use, possible alternatives, and 

            the risks that may occur in using this type of anesthesia technique.



	      I acknowledge that guarantees have not been made to me concerning the results of this 

      operation or procedure.

      I hereby certify that I have read and understand this authorization form and by my signature 

      consent to the above described operation or procedure.

       Witness:  __________________________          Signed: _____________________________

                                                                                                                     (Patient or Relative)

        Dated:    __________________________           ____________________________________

                                                                                              (Relationship to Patient)
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