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Policy Summary

Care is provided to patients of UCR Health based on the medical judgment of the
treating provider and the informed consent of the patient. Patients will be given
information concerning the medical necessity, benefits, possible risks, and known
alternatives to procedures prior to the initiation of care, unless the emergent nature of
the patient’s condition precludes such a discussion. It is the policy of UCR Health to
respect patient autonomy as evidenced through obtaining the patient's consent,
before initial examination, medical treatment, tests, or procedures are performed.

. Definitions

Refer to Standard Definitions Guide.

Policy

All patients seen at a UCR Health clinic or treated by a UCR Health clinical faculty
member (provider) will be provided with information regarding their care, treatment
and the benefits, risks, side effects of an invasive procedure, and its alternatives and
will be explained in a language the patient understands. This will be evidenced by a
signed Informed Consent form.

. Responsibility

All clinical faculty and staff.

Procedure

A. Who May Obtain Informed Consent
Only the treating licensed physician, or provider properly credentialed to perform
the procedure requiring consent, will provide the verbal discussion, written
materials and/or audio/video recordings in order to impart the information to the
patient necessary to obtain the informed consent. The provider will be available
for, and qualified to answer questions regarding the procedure.

B. Defining Consent
Providers must obtain valid consent before treatment is provided. For consent to
be valid, it must be voluntary and informed, and the person consenting must have
the capacity to make the decision. These terms are explained below:
1. Voluntary — the decision to either consent or not to consent to treatment must
be made by the individual patient, or authorized representative and must not
be influenced by pressure from medical staff, friends or family.
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2. Informed — the patient or authorized representative must be given all of the
information in terms of what the treatment involves, including the benefits and
risks, whether there are reasonable alternative treatments and what will happen
if treatment doesn't proceed.

3. Capacity — the patient must be capable of giving consent, which means they
understand the information given to them, and they can use it to make an
informed decision.

Consent may need to be revisited after it has been obtained if there are any
significant changes in the patient (e.g., their health status, health care needs,
specific circumstances, capacity, etc.) or treatment (e.g., the nature, expected
benefits, material risks, and material side effects, etc.). The passage of time may
increase the risk that these changes will arise and that consent may need to be
obtained again.

Patients and their authorized representative can refuse or withhold consent to a
treatment or procedure. In addition, consent can be withdrawn at any time prior to
the treatment or procedure.

In emergencies, treatment can only be provided without consent when in a medical
doctor’s judgement it is necessary for either:

a. Prevention of serious bodily injury or death.

b. Alleviation of serious pain.

. Who May Consent
If a patient is capable with respect to a treatment, the provider must obtain consent

from the patient directly.

If a patient is incapable of consenting to a treatment, the physician must obtain
consent from the authorized representative, who will give or refuse consent on the
patient’s behalf.

. Capacity

A patient has capacity to consent to a treatment if they he/she is able to understand
the information that is relevant to making a decision about the treatment and able
to appreciate the reasonably foreseeable consequences of a decision or lack of
decision. The capacity to consent to a treatment varies according to the individual
patient and the complexity of the decision at hand.

Providers are entitled to presume that a patient is capable with respect to a
treatment unless there are reasonable grounds to believe otherwise. For example,
there could be something in a patient’s history or behavior that would make a
physician question the patient’s capacity to consent to the treatment.

Capacity must be considered at various points in time and in relation to the specific
treatment being proposed. Capacity is fluid, it can change over time, and depends

Page 2 of 14




Policy Number: 950-02-017 |

on the nature and complexity of the specific treatment decision. A patient may be
incapable of consenting to a treatment at one time and capable at another, and be
incapable of consenting to some treatments and capable with respect to others.

When capacity is in question any licensed physician may make a determination on
capacity and may do so by performing a directed examination. This must be
documented in the patient's medical record.

There will be a waiting period to obtain consent after giving a narcotic of four to six
hours. A clinical evaluation of the patient’s alerthess and to assess for impaired
decision making will be conducted by a physician after this waiting period.

. Authorized Representative

There are five categories under which health care decision making may be made
for patients lacking capacity, as follows:

1. Durable power of attorney for health care

2. Living will

3. Statutory surrogacy

4. Court-appointed conservator

5. Court authorized medical treatment for adults without conservators

If there is no authorized representative and the patient is incapacitated the closest
available relative (following the California Hospital Association Table) with have
authority to consent.

. Minors

Refer to Policy and Procedure Confidentiality and Consent Requirements for
Treatment of Minors (Policy #950-02-018).

. Initial Visit

All patients requesting services from a UCR Health provider must sign the Terms
and Conditions of Service prior to seeing a provider. UCR Health Terms and
Conditions of Service serve as consent to physicians and other health care
professionals assisting in patient care for the following:

o Medical treatments

Exams or procedures

X-ray tests

Blood draw

Medications/injections

Medical photography or videotapes

e Laboratory tests

The UCR Health Terms and Conditions of Service also serve as consent to the
understanding that UCR Health is a Teaching, Research and Health Care
Institution; How Medical Information and Specimens will be used; Practices
regarding the Release of Medical Information; Patients’ responsibility to pay and
authorization to assign insurance benefits.
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H. Consent for Invasive Procedure/Surgery
Elements of the Consent form will include:

Name of the facility where the procedure is to take place.

Name of the specific procedure for which consent is being given.

Name of the responsible practitioner who will be performing the procedure.

Statement that the procedure, including the anticipated benefits, material risks,

and alternative therapies, was explained to the patient or the patient’s legal

representative. (Material risks could include risks with a high degree of
likelihood but a low degree of severity, as well as those with a very low degree
of likelihood but high degree of severity).

Signature of the patient or the patient’s legal representative.

If there is an applicable law governing the content of the procedure specific

informed consent form, then the consent form must also comply with those

requirements (hysterectomy, sterilization, blood transfusion).

7. Name of the practitioner who conducted the informed consent discussion with
the patient or the patient’s representative.

8. Date, time, and signature of the person witnessing the patient or the patient’s
legal representative signing the consent form.

9. Indication or listing of the material risks of the procedure or treatment that were
discussed with the patient or the patient’s representative.

10. Statement, if applicable, that physicians other than the operating practitioner,
including but not limited to residents, will be performing important tasks related
to the surgery, in accordance with the facilities’ policies as applicable and, in
the case of residents, based on their skill set and under the supervision of the
responsible practitioner.

11.In exceptional cases, consent may be verbal (example: blind patient) but there
must be at least 2 witnesses who attest (in writing) to hearing the consent.

hON=

o o

I. Required Documentation

The physician must document in the medical record that a discussion was held
with the patient and that Informed Consent was obtained. This documentation can
be accomplished in a variety of ways — through a chart note in the progress notes
of the patient’s record, through a note in the patient’s history and physical, through
a certification provision on the consent form itself (if the form contains one), or
through documentation provided from the physician’s office (e.g., an Informed
Consent form signed by both the patient and the physician).

J. Procedure-specific Consent Requirements
1. Hysterectomy
The provider will obtain both written and oral consent prior to the performance
of a hysterectomy. The following information will be given verbally and in
writing (UCR Health Consent for Hysterectomy (Attachment A))
a. Advice that the patient can withhold or withdraw consent up to the time the
hysterectomy is performed
b. Type of procedure to be performed and alternatives
c. Advice that the hysterectomy is irreversible and will result in sterilization
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Description of the risks and discomforts

Description of the benefits and advantages

Approximate hospital length of stay

Approximate length of time for recovery

. Financial cost to the patient

Hysterectomies will not be performed on Medi-Cal patients for the purpose of
sterilization.

S@ oo

. Blood Transfusion

When there is a likelihood that the patient will need a blood transfusion during
a procedure, the provider will discuss the matter beforehand and obtain the
patient’s Informed Consent. This discussion will include the risks and benefits
of transfusion, the alternatives to transfusion and the possibilities of direct
donation and autologous transfusions when this is feasible and available. This
discussion will happen, whenever possible, to allow the patient adequate time
for pre-donation. In addition, the patient must be provided “A Patient’'s Guide
to Blood Transfusion” (Attachment B).

. Elective Sterilization

Elective Sterilization is performed for the primary purpose of rendering the
patient incapable of reproduction as apposed as a Secondary Sterilization,
which is a side-effect of an otherwise necessary procedure. (Should be
discussed as a risk of the procedure in the Informed Consent discussion).

Physician or qualified delegate (licensed to perform the procedure) must inform
patient of risks, benefits, and alternatives and obtain Informed Consent.

The consent requirements are different based upon a patient’s payer status.
There are 2 different groups, each with its own rules, as follows:
a. Medi-Cal/“Federally Funded”: Includes all Medi-Cal and Family PACT
beneficiaries (including secondary), though it does not include Medicare or
Tricare
e Patient must be provided with state-mandated information booklet
(Attachment D)

e Patient must be informed of 30-day waiting period

¢ Patient must be advised of the name of the operating physician

¢ Informed consent form must be signed by patient and witnessed by a
person of the patient’s choosing

¢ The 30-day waiting period starts after the patient signs the consent form

Patient may not be in labor and must be at least 24 hours postpartum or

24 hours post abortion to consent

Must be at least 21 years old

Cannot be under any type of involuntary detention

Must sign consent form PM-330

Patient cannot be “mentally incompetent”

b. Private Pay, which includes commercial insurance
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VL.

VILI.

VIIL.

Requirements are the same as above with the following exceptions:

e Patients must be at least 18 years old, OR have ever entered into a valid
marriage (do not need to be presently married); on active duty with any
branch of the U.S. Armed Services; greater than 15 years old, living
apart from parents and managing own finances (“Self-Sufficient Minor”);
declared emancipated by a court (“Emancipated Minor”)

o 30-Day waiting period can be shortened to 72 hours in the event of an
emergency abdominal surgery or premature delivery

¢ Private Pay patients only may reduce to 72 hours, thus waiving the 30-
day requirement. The request must be made in writing

o Not required for private pay patients if the procedure is performed in a
physician’s office (vasectomy)

Consent may be obtained via fax—though if from a patient representative they
must also send supporting documents, sufficient to prove identity.

Gender — Consent requirements apply equally to both men and women.

K. Duration of Informed Consent
A consent remains effective until the patient revokes it or until circumstances
change so as to materially affect the nature of, or the risks of the procedure and/or
the alternatives of the procedure to which the patient consented.

Sterilization Consent Form PM 330 (Attachment C) will expire 180 days from the
date of Signature.

A copy of all signed consent forms will be provided to the patent and will be
maintained in the patients’ medical record.

Forms and Attachments

Consent for Hysterectomy (Attachment A)

“A Patient’s Guide to Blood Transfusion” (Attachment B)
Sterilization Consent Form PM 330 (Attachment C)

State Mandated Permanent Birth Control Booklet (Attachment D)

Related Information
Not Applicable

Revision History
New Policy
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Attachment A

R|HeaLh

Consent for Hysterectomy

DO NOT SIGN THIS FORM UNTIL YOU HAVE READ IT AND FULLY

Patient’'s Name

UNDERSTAND ITS CONTENTS

The following has been explained to me in general terms and | understand

that:

A hysterectomy involves removal of the uterus through an incision into the
abdomen or through the vagina, or may involve the use of a laparoscope.

The reason for the hysterectomy is:

A hysterectomy is generally very safe, but with any major surgery comes the
risk of complications.

Risks associated with a hysterectomy include, but are not limited to the
following:

Blood clots

Infection

Excessive bleeding

Adverse reaction to anesthesia

Damage to your urinary tract, bladder, rectum or other pelvic structures
during surgery, which may require further surgical repair

Earlier onset of menopause even if the ovaries aren't removed
Rarely, death

| understand that it is not possible to list all possible risks and complications
that may arise in any procedure or surgery.
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| understand that, barring unforeseen complications, | will be in the hospital
approximately zero (0) to three (3) days and that | will not be fully recovered
from this surgery for approximately six (6) to twelve (12) weeks.

| understand that a hysterectomy is permanent and not reversible. I
understand that | will not be able to become pregnant or bear children if |
undergo this procedure. | understand that | have the right to seek
consultation from other physicians.

| understand that the physician, medical personnel and other assistants will
rely on statements about my condition, medical history, and other information
in determining whether to perform the procedure or the course of treatment
for my condition and in recommending the above procedure.

| understand the practice of medicine is not an exact science and that NO
GUARANTEES OR ASSURANCES HAVE BEEN MADE TO ME concerning
the results of this procedure.

| also consent to diagnostic studies, tests, anesthesia, x-ray examinations,
biopsies and other treatment or courses of treatment relating to the diagnosis
or procedures described herein.

By signing this form, | acknowledge that | have read or had this form read
and/or explained to me, that | fully understand its contents, and that | have
been given ample opportunity to ask questions and that any questions have
been answered satisfactorily. All blanks or statements requiring completion
were filled in before | signed this form. | have received the additional
information listed below related to the hysterectomy. | UNDERSTAND THAT
| HAVE THE RIGHT TO WITHDRAW MY CONSENT UP TO THE TIME OF
SURGERY.

| voluntarily consent to allow Dr. or any physician
designated or selected by him or her and all medical personnel under his/her
direct supervision and control and all other personnel who may otherwise be
involved in performing such procedures to perform the hysterectomy as
described.
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| understand that in additions to my physician’s fee for the Hysterectomy
there will be other charges such as the hospital, facility or laboratory costs,
anesthesia charges and possible other physician fees.

THE NATURE AND PURPOSE OF THE HYSTERECTOMY HAS BEEN
EXPLAINED BY MY PHYSICIAN INCLUDING THE RISKS,
COMPLICATIONS AND EXPECTED BENEFITS OF THE
HYSTERECTOMY. THE THERAPEUTIC ALTERNATIVES TO THE
HYSTERECTOMY AND THE RISKS AND BENEFITS OF THESE
ALTERNATIVES HAVE ALSO BEEN EXPLAINED

Person Giving Consent (Print) Signature
Date Time
Witness (Print) Signature

Relationship to patient if not the patient

Patient unable to sign because:

Physician Signature

Additional materials used, if any, during the informed consent process for
this procedure:

If Consent required interpretation:

Interpreter Signature Or CYRACOM ID#
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References:

0

Circular of Information for the
Use of Human Blood and Blood
Components. AABB. Nov 2013
(revised April 2014)

AABB Technical Manual. 18th
Edition.

)CDPH

California Deparement of

PublicHealth

This brochure was developed
by the California Department of
Health Services, Laboratory Field
Services (850 Marina Bay Parkway,
Richmond, CA 94804)

In partnership with the Medical
Technical Advisory Committee of the
Blood Centers of California.

For information about brochure
contents, please call
Laboratory Field Services
213 620-6574.

Attachment B

This brochure is provided as a
source of information and is not
considered a replacement for the
Informed Consent process prior to
the transfusion of blood.

Distributed by the
Medical Board of California

To place an order for this brochure,
please FAX your request to:
(916) 263-2479

This information may be obtained
electronically at:

http://www.mbc.ca.gov/
Publications/Brochures/Blood_
Transfusions.aspx

Revised 06:2016
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This document provides written
information regarding the benefits, risks,
and alternatives of transfusion of blood
products (including red blood cells,
plasma, platelets, or others) collected from
the patient (autologous) or another person.
This material serves as a supplement

to the discussion you have with your
physician. It is important that you fully
understand this information, so please
read this document thoroughly. If you have
any questions regarding the procedure,
ask your physician prior to consenting to
receive a transfusion.

® /nformation about the treatment
Transfusions of blood products are
provided to increase the amount of blood
components in your body when they are
below a reasonable level for your heaith.
The transfusion may be made up of red
blood cells, plasma, platelets or other
specialized products made from blood.
Your physician will decide on the right
amount and type of blood product based
on your medical condition or diagnosis.

® Potential benefits of the treatment
Transfusion of blood products may be
necessary to correct low levels of blood
components in your body, and may also
make you feel better. In some cases,
failure to receive transfusion(s) may resukt
in death.

¥ Risks of the treatment
Known risks of this treatment include, but
are not limited to:

« [rritation, pain, or infection at the
needle site

= Temporary reaction such as a fever,
chills, or skin rashes.

Other rare but more serious complications
include severe allergic reactions, heart
failure due to fluid overload, acute
pulmonary edema (fluid leaking into the
lungs), hemolysis (destruction of red blood
cells), shock, or death.

Transfusion of blood products carries a
very small risk of transmission of infectious
diseases such as HIV (about 1in 1.5
million), Hepatitis C (about 1 in 1.2 million),
and Hepatitis B (about 1 in 1 million).
Other significant infections may also be
transmitted by transfusion, but overall this
risk is low.

® Treatment Options/Alternatives
If you need blood you have several
options. Most patients requiring
transfusion receive blood products
donated by volunteer community
donors. These donors are extensively
screened about their health history

and undergo numerous blood tests

as mandated by state and federal
regulations in order to ensure the safest
possible blood supply. Alternatives to
transfusion with blood products from
volunteer community donors include:

+ Pre-operative autologous donatiol
(using your own previously donated
blood), see below for more information

« Directed donation (blood donated
by people who you have asked to
donate for you), see below for more
information

« Intra-operative al us transfusion/

Hemodilution (collecting your own
blood during surgery to be given back
to you)
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» Medications (certain medications may
increase blood volume prior to surgery
or reduce active bleeding to lessen the
need for transfusion)

These options may be available only if
your health, time, and procedure permit.
They may not be available at all locations
or for all patients. You may also choose
not to receive blood transfusion; however
this decision may hold life-threatening
consequences,

Pre-operative autologous donation is not
appropriate for all patients. Autologous
donation involves collecting your own
blood prior to a planned surgery for
storage in the hospital blood bank. It is
important to discuss with your physician
if it is safe for you to donate and the
likelihood of needing a transfusion based
on your surgery and current transfusion
guidelines. Receiving your own blood
may reduce, but will not eliminate, the
risk of transfusion-related complications.
Insurance company policies may vary
regarding reimbursement for this service.
Overall, although autologous donation is
an option to consider for those who qualify,
the number of autologous donations

in the United States has significantly
decreased in the last few decades mainly
due to major advances in blood safety and
efforts to decrease unnecessary blood
transfusions.

Directed donation refers to blood collected
from “directed donors” who are donating blood
for a specific patient by request. Directed
donors are often family and friends of the
patient. Directed donors go through the same
qualification process as volunteer donors.
Directed donations are not considered to be
safer than the general blood supply.
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Attachment C

State of California -- Health and Human Services Agency CONSENT FORM Dapartment of Health Sarvices
PM 330

NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING OF ANY BENEFITS PROVIDED 8y

PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

W CONSENT TO STERILIZATION W

| have asked for and ) inf about il from
. When | first asked for
{doctor or clink)
the information, | was told that the d: to be is uptome.

I was lold that I could degide not 1o ba sterifized. If i dedido notlo ba sterdiized, my
decision will not affact my right fo fulure care or trestment. | wilt not lose any help
of benefits from programs receiving Federal funds, such as AF.D.C, or Medicald
that 1 am now getting or for which | may becoms eigible.

| UNDERSTAND THAT THE STERILIZATION MUST BE CONSIDERED
PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED THAT | DO NOT
WANT TO BECOME PREGNANT, BEAR CHILDREN OR FATHER CHILDREN.

| was told aboul those temporary melhods of birth control that ara avallable
and cauld be provided to me which will allow me to bear or father a child in the
future. 1 have rejected these altamatives and chosen 1o be sterilized,

| understand that {will be slediized by an operation known as a

(Naces of prosedura}
The discamforts, risks and bonefits associated with the operation have been
explainsd to me. All of my questions have been answered ko my satisfaction.

i understand that the operation will ot be done until at least thity days after
1 sign this form. 1 understand that | can changa my mind at any time and that my
deeision at any Eme not to be sterilized will not result in the withholding of any

banefils or madical lcas provided by federally funded prog!
{am al laast 21 years of age and was bom on / /
Mo Bay Yr
JERREREENEEEREENEEEN
st
ANNEEEEEREEREREEER
ool i

hereby consent of my own frao will  to  bo steilized by
by a

Ootior's nma)

method cafled
{MNana of procadura}
My consent expires 180 days from the date of my signature below.

t also consent to the felease of this form and other medical records about the
oparation to:

. Representatives of the Department of Health and Human Services,
. ploy of p or projects funded by that Department but
only for determining if Fadoral laws wore observed.

) have recelved a copy of this form.

Dale: /- -
Signature of individus! lo be sterifized Ao Day Yr

® INTERPRETER'S STATEMENT ®

If an interpreter is provided fo assist the individual 10 be sterlized: | have
translated the Information and advice presenied orally to the individual to ba
sterilized by the person obtaining this consent. 1 hava also read him/her the consent

form in. and
explained Its contents to himvher. To the best of my knowiedge and befief hefshe
understood this explanation.

Dato: / /
Signatute of interproter Mo Day Yr

PM 330 {1/99)

]

W STATEMENT OF PERSON OBTAINING CONSENT W

Belore signed the
Hany of indwidual & ba sheized)
consen form, | explained o himer the nature of the sterlizalion
perati ~the fact that it
{Hamn of procedune)
is intended to bo a final and ible procedure and the di 1s, risks, and
benefits assoclated with it.

t the individual to be lized that al L hods of birth
contro! are which are y. | 4 that i is different
bacausa it Is permanent.

tinf d the individua! to be sterilized that his/her t can be

at anytima and that he/she will nat lose any health services or any benefits provided
by Fedaral funds,
To tho best of niy knowledge and belief the individual 1o be sterilized Is al
He/She

teast 21 years old and app i fly and
i h ted 0 be lized and appsars to understand the nalure and

consequence; of the procedure.

Date:, L Vi
Sipnaliwe of parson oblaiiing consant Mo Day Yr
Mama of Faclity where patiend was counselod
‘Address of FaclRly where patent was counsslod [55% State Zip Code

B PHYSICIAN'S STATEMENT M

Shorlly bafore | a i fon vpon
on
fFiamo ol txvides] (o be ReBLd]
a £ (Lete ) explained to him/er the nature of the
Mo Day Y

v {Name of procedirs) '

the fact that it is Intended 1o be final and ible p and the fe

risks and beneflts assoclated with it.

{ ted the individuat to be ilizad that I ds of birth
control are avallable which are temporary. | explained that Is different
bacausg it is permanent.

b § the individual to be sterilized that hisfher can be wil
at any time and that he/she will not lose any health services or benefils provided by
Fedseral funds.

To the best of my knowledge and beliet the individual to be sterifized is at
feast 21 years old and app talh petent efSha k ingh

juested to be sterilized and app! d fo und: d the nalure and
of the procad

{instructions for use of Alternative Final Paragraphs: Use the first
paragraph balow except In the case of premature delivary or emergency abdominal
surgary when the sterillzation Is performed less than 30 days after the date of the
individual's signalure on the consent form, In those cases, the second paragraph

below must ba usad. Cross out the paragraph below which s not used

(1) At Jeast thity days have passed batween the date of the individual's
signalure on this consent form and tha date the sterflization was peiformed.

(2) This slerlization was porformed less than 30 days bul mose than 72

hours afiar the date of the Indi gnature on this t form b of the
following circumslances  (check a abls box balow and fi n [+]
requested.)

A D Premature delivery date: YA dividual's expaocted date

Mo Day Yr
ofdelivary: ./ 7/ (Mustbs 30 days from dats of patient's signature).
Mo Dy Vr

BD gency abdonilnal surgery;

Date:. L Vi

Signalwe of Physician performing surgery Mo Day ¥
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State of California - Health and Human Services Agency

CONSENT FORM - PM 330

Daepaniment of Heallh Services

NOTA:  NINGUNO DE LOS BENEFICIOS QUE RECIBO DE LOS PROGRAMAS O PROYECTOS SUBSIDIADOS CON FONDOS FEDERALES SE ME CANCELARA O

SUSPENDERA EN CASO DE QUE YO DECIDA NO ESTERILIZARME.

L IR ]
n
W CONSENTIMIENTO PARA ESTERILIZACION W DECLARAGION DE LA PERSONA
QUE RECIBE EL CONSENTIMIENTO M
Declaro que ha solicitado y ido i ion sobre izacion de Declaro que antes de qua
" " (Nombee da la personn a 5o eslerfiznda)
S . Al soficitar informacion se me dijo fiemara el f jarta de " e ligué 1a dal método
que yo soy ta unlca persona que puede deckﬁr esterilizarme o no y que esloy en o L
il d 8 ser Mi decision de no esteriizarme no da como pr— o
fectard ml derecho a reciblr o médico en el fuluro, y o ) 1.
lampoco dejaré do raciblr ningdn tipo de asistencia o beneficlos que racibo I;mbién s . fles :sue dicha Y dn es ﬁé\:rl\?jigho yle Infmme sabo
AF.DC.0 M:;czzolgo de aquelios 8 los que u%‘::ﬂ:‘:g::f dfrgirge:n gﬁmm Declaro que Ige hz explicado a la persona a sar ssledmda acarca de la
a que p ia de ofros ds tamporales y que a diferencia de

ENTIENDO QUE LA ESTERILIZACION DEBE SER CONSIDERADA
PERMANENTE £ IRREVERSIBLE. DECLARO QUE ES M DECISION EL NO
QUERER VOLVER A EMBARAZARME, DAR A LUZ O SER PADRE
NUEVAMENTE.

Dedlaro qua se me ha Informado acerca de Ia exislencla de olros mélodos

anticonceptivos temporales que estén a mi y que me i en un
(uturo tenser hijos o ser pad!a Sin he estos
ivos y he
Entiendo quesamava a un mélodo {do como:
{Nemblvdﬂpoa.da}eo(a}
Deciaro que sa ma explicaron los malestares, nasgus ¥ bsnaﬂdos asoclados con
P ¥ que se respondit a todas mis preg

Entisndo que la operaci6n no se llavard a cabo hasls por fo menos lreinta
(30) diag después de que firme este formulario, y que pueda cambiar de parecer

y decidir no Sj decido no estediizarme, no
de}aré de recibir ninguno de los o servicios médicl idos por los
can fondos

Declaro terer al menos 21 afios de edad y que nact &

eslos, el método de esleriizacion es irrevarsible.

Daclaro que le he lnfo;mado ala persona a ser asterilizada que puade desistir
an osle y que eslo no iraerd como
consecuencia la péridida de ningGn servicio médico o beneficlo subsidiade con
fondos federalss

Daclaro que, a mi mejor saber y lap a sar asterilizada tiene
por lo menos 21 aios de edad y parece estar en su sano juiclo. Dicha persona, de
forma voluntaria y con conocimiento de causa, ha solicitado sor eslerdlizada y

parece fa ylas dslp

Fecha; £ /

Firma de quien reabe ef consentineento Mes Dia Ao

Nombrg det lugar dondo o paciente (oGbio la informacién

Diroccion del lugar dondo el paciante rebid fa informacién  Chudad  Estado Poslat

® DECLARACION DEL MEDICO W
Declaro que poco aqnies do operar a

en

TNaoibee o & persam b sor esteritnds)

! | ’ l I l ! I l ' ' I l I l l l ' l l / L {Fechado extsrifzacion. lo. explique f det metodo do
Hes Dla Al
Ape3do ido como
oretrw 0al peocedirsen)
f I ] l [ I ! I l I l l l I l l ’ IJ D también to oxpllqué que este métado es final e Ineversible y e nforme de los
1 ragos y & dos con este p
Homize t Declaro que fe he explicado a fa p a ser acarca de la
por medio de la p doy mi i tore y para ser olros les y que ha diferencia do
estos, e mélodo de estanilizacion es irrsversible,
esterilizado/a por Daclafo quale he i do a [a p asor ilizada que puede desistir
an i aste y que esto no lrasra como
tiombs dat Docter} consecuencia la pérdida de ningun servicio médico o beneficios subsidado con
- " fondos federales.
utifizando un método como P pp—— Declaro que, a m msjor saber y enlender, la p a ser ilizada tisne

Mi consentimlento es valldo sélo por un piazo de 180 dias a parlir de Ia fecha en
que firme este formulario como se muestra abajo.

Asimisma, doy mil consenimlento para que este formulario y olros
axpediantes médicos sobre la oparacion se den a conocer a:

. D tantes del Dep: de Salud y Servicios Humanos.
. i do los p o proy que raciben fondos de
dlcho Dapaﬁamonlo, pero para If si so
las leyes fi \f

Ho recibido capla de este formulario.
Facha: / /

Fing g8 Ja porsona b se esteriizada Mos Dja Afio
R S

M DECLARACION DEL INTERPRETE ®

Sisarequisre do un inlérprete para asistira ta porsuna que va a ser aslerilizada:
Datlaro que ha id y los rbales qua la porsona que

recibo osle consenﬁmienlo Ia ha dado a Ia que va & ser da. Tamblén
je he leldo a la p de este f farfo de i o en
dioma. ylehe do st

contenido. A mi mejor saber y entender dicha persona ha comprendido las
explicaciones qua se lo disron.

Fecha: / /
Firma del intérpests Mos Dia Afio

PIM 330 (1/99) (Sp)

por fo menos 21 aftos de edad y parece estar en su  sano Juicio. Dicha persona, de
forma voluniada y con conocimiento de causa, ha solicitado ser esteriitzada y
parace 1a leza y 1as o del

{Instrucciones para el Uso Alternativo de los Pérrafos Finales: Use el
primer pérrafo de abajo excepto en ¢aso de parto p o cirugia del abd
de ta cuando la on se llave a caba anles de que se cumplan
trefnta (30) dias desde que Ia persona finmé este consentimlento, En dichos casos

se debe usar ef segundo parrafo. Tachar el psrrafo de abajo gue no es usado.

(1) Han pasado por lo menos irenta (30) dias desde que la persona firmod
asta consentimionto y Ia fecha en que se realizé la esterilizacion.

(2) La esterilizacién sa fealizd en menos de 30 dias, pera desputés da 72
horas desde que la persona fimd este consentimiento debida a o sigulente:
(Margue la casilla correspondlenta da abajo v escriba fa Informaclén que se
sollcita,)

A D Fecha de parto prematuro; / / Fecha anticipada de}

Mgs D Afo

pano__L_L__.(Debe ser 30 dlasa partir de la flirna de la parsona).
Mes Dia

B DClxugiadel ) de j iba las ci

Fecha. L L

Flrina del Doclor a carga de 1a crugla Mes Dis Al
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