CAPE & ISLAND UROLOGY

Adult and Pediatric
	PAUL R. BOUCHÉ, M.D.  
	19 BRAMBLEBUSH PARK

FALMOUTH, MASSACHUSETTS 02540

	J. KEITH BLEILER, M.D.  


	TELEPHONE (508) 540-7555

FAX (508) 540-3008

	LISA MAYHEW, PA-C
	



VASECTOMY CONSENT FORM
I hereby authorize Dr. Paul R. Bouche / Dr. J.  Keith Bleiler to perform upon 

myself ___________________________the operation known as bilateral vasectomy.

I fully understand that bilateral vasectomy means the removal of a segment of each vas deferens, each of which is a tube to conduct sperm.  I fully understand that this operation will cause sterility in the person operated upon, although this result has not been guaranteed.  In rare cases, recanalization (growing together) of the vas duct may occur.  The word sterility means the inability to produce children or cause pregnancy.

I understand that the operation occasionally can cause problems with testicular discomfort, swelling, bleeding, or infection.  There is no form of fertility control except abstinence that is free from potential complications.  Although these risks are rare, they do periodically occur.  

Sterility cannot be expected until at least one post-vasectomy sperm check is obtained and until then, birth control should be used continually.
I have read and understand the above.  I am fully informed with the procedure and wish to proceed with vasectomy.

____________________

Signature of patient

____________________

Signature of witness

_______

Date


