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Invasive Procedure/Operative Consent

I, __________________________________, authorize Dr. _________________,

My physician, to perform the following procedure or operation _____________________

_______________________________________________________________________________________________________________________________________________. 
· The procedure/operation has been fully explained to me and I fully understand the need, risks and benefits, alternatives, and the potential problems related to recuperation that may be expected.  I understand the possible result of not receiving care, treatment and services.
· I have been given the opportunity to ask questions and my physician(s) has addressed any concerns/questions. I also understand that during the course of the operation, unknown conditions may necessitate additional /different procedures than those mentioned above. I authorize the above named physician(s) to perform such procedures as necessary in his/her clinical judgement. I am aware that medicine is not an exact science, and  I acknowledge that no guarantee or assurance has been made as to the results that may be obtained and I have been provided a description of the expected outcome.
· Any tissues or parts surgically removed may be examined and disposed of by CNY Fertility in accordance with customary practice.

· Complications from surgery are uncommon but may include bleeding, infection, damage to the bladder, bowel, ovaries, uterus and surrounding organs. Damage to an internal organ that may lead to additional surgery to repair- possible laparatomy or colostomy.

SIGNATURE: I have explained to the above patient, or authorized person to consent, the procedure that I feel is indicated at this time. I have explained the nature, relevant risks, benefits, side effects and available alternatives; including the possible result of not receiving care, treatment and services. I have given the patient the opportunity to express any concerns and ask questions regarding the planned procedure.

Signature of Physician: ________________________ Date:____________
PATIENT SIGNATURE: I have read this entire document and understand its contents. In signing this consent, I indicate that I have sufficient information to give informed consent.
Signature: _______________________ Date: _________ Relationship: ____________

Witness: ________________________  Date: _________
