ESSURE CONSENT FORM
DATE:_____________________




1. I, ___________________________ authorize Dr. ___________________________ and 

      their assistants to perform upon me:  The Essure Procedure for permanent sterilization.
2. If any unforeseen conditions arise during this procedure calling for additional treatments or procedures, or medications, I further request and authorize that the physician named above proceed in my best interest to treat any complications seen or unforeseen.
3. I consent to the taking and reproduction of any photographs in the course of this procedure for professional purposes including teaching.

4. I have been well informed by my doctor of the nature and purpose of this procedure including but not limited to the procedure itself, its risks, benefits, and possible untoward outcomes and available alternatives, including medications.

Signature of Patient____________________________
Date_____________________

If the patient is a minor or otherwise unable to give consent:

Signature of person authorized to give consent:_____________________ Date____________

__________________________
_______
____________________
________

Physician Signature


Date

Witness


Date

PATIENT


STICKER








