Colorado Medical Assistance Program Sterilization Consent Form

MED 178

NOTICE: YOUR DEGISION AT ANY TIME TO BE STERILIZED WiLL NOT RESULT IN THE WITHDRAWAL OR WITH HOLDING OF ANY
BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS,

g CONSENT TO STERILIZATION o
| have asked for and received information about sterilization from

_ABC Clinic . When | first asked for
i Rilfrimt
MAY BE KAME OF CLINIC OR decision to be sierilized is
PHYBICIAN at | could decide not to be sterilized.
edecision will not affect my right to

fuicure care or treatment ! wni nos lose any help or benefits from
programs receiving Federal funds, such as A.F.D.C. or the Medical
Assistance Program that | am now getting or for which | may become
eligible.

I understand that the sterilization must be considered
permanent and not reversible. [ have decided that i do not want
to become pregnant, bear children or father children.

1 was told about those temporary methods of birth control that are
available and could be provided to me which will alfow me to bear or
father a child in the future. | have rejected these alternatives and
chosen {o be sterilized.

| understand that | will be sterilized by an operation known as a
_tubal ligation <1 he discomforts, risks, and benefits

s STATEMENT OF PERSON OBTAINING CONSENT u
Before _ Sally Jones signed the

Name of Individual
consent form, | explain to him/her the nature of the sterilization
operation ___tubgl ligation , the fact that it is
intended to be a flhal and irreversible procedure and the discomforts,
risks and benefiis associated with .

| counseled fhe individual o be sterifized that alternstive methods
of birth controf are available which are temporary. | explained that
sterilization iy different because it is permanent.

| informed the individual to be sterilized that his/her consent can be
withdrawn At any time and that hefshe will not lvse any health
services or any benefits provided by Federal funds.

To thé best of my knowledge and belief the individual to be

is at jeast 21 years old and appears menially competent.
He/Shg knowingly and voluntarily requested to be sterilized and
appedrs to understand the nature and consequence of the procedure.

BIRTHDATE MUST MATCH MEDICAID
CARD & SHOW THAT PATIENT IS AT
LEAST 21 YEARS OLD

by federaliy funded p:ograms

} am at least 21 years of age and was born on
Monlk  Day

b, Sally Jones y

NAME MUST MATCH b sterilized by
SIGNATURE ON

MEDICAID CARD __tubal ligation

, . m the date of my signature below.

Signature 4/2/07
Signature of person obtaining consent Data
ABC Clinic THE PERSON OBTAINING
Facilily CONSENT MUST SIGK &
DATE THE FORM ON OR
Denver, CO, AFTER THE DATE OF THE |-
Address PATIENT'S SIGNATURE &
BEFORE THE DATE OF
HYSICIAN'S STA! SurRGERY
ormed a sterilizat ANor Uporn

Sally Jones on 5/2/07
Name of individual 1o be sterlized b il adi jon
d to him/her the nature of the sterii§ DATE OF SURGERY
tubal ligation the fact that it isf o) Moo CLAIM

Specify Type of Operation
be a finat and irreversible procedure and the discomforts, risks and
benefits associated with i,

I counseled the individual to be sterilized that alternative methods

| also consent o the release of this form and other
about this operation {o:

IF THIS SURGEON DOES NOT
PERFORM THE SURGERY, A NOTE

re available which are temporary. | explained that
fferent because it is permanent.

Representatives of the Department of Health, Educa DESCRIBING THE individuat to be sterilized that hisfher consent can be
Welfare or R L e AN \ time and that hefshe will not lose any health

-benefits provided by Federal funds.

Employees of programs or projects funded by that D T
only for determine ng of Federal laws were observed.

| have received a copy of this form.

st NOT CROSSED OUT, THE CONSENT IS

the individual o be

rs menially competent.

d fo be sterilized and
eqguence of the procedure,

IF ONE OF THE FINAL PARAGRAPHS IS

CONSIDERED TO BE INVALID & CLAIM
WILL DENY

__Sally Jones Date ___4/2/07
Signature Ldgustiimdiordand

Client's Medical Assistance Program ID #:A123456§ S SRATHEE DATE

You are requested to supply the following inform ;Emﬁg; gg DaYsS
required: PROCEDURE DATE
Race and Ethnicily Designation (please check) UNLESS DELIVERY
[} America {not of Hif ff’n"é‘ﬁ‘é’i‘égﬁ&

Alaska N COMPLETION OPTIONAL | .. SURGERY 18
) s - | REQUIRED.

[ Asfan or Pacific Islander ] White (not of His

% (Instructions fgr use of alternative final paragraphs: Use the
fil ._ paragraph b ow except in the case of prernature deltvefy or

(1) Aljeast thirty days have passed between the date of the

u INTERPRETER'S STATEMENT =
if an interpreter is provided to assist the individual {o be sterilized:
| have translated the information and advice presented oraily to the

individual tq b ompLeTE ONLY IF AN hining the consent. | have
also read him/] inrereRETER 18

language and § REQUIRED her, To the best of my
knowledge antreemsmrerereemesrsmseend|s explanation.

Interpreter Signature

REV. 06/2007

indvidual's signature on the consent form and the date the

this cnsent form because of the following circumstances
{checRapplicable box and fill in information requested):
1 Prematde delivery:
ah X THE SURGEON MUST
L] Individuzys expected date of dg s qn e consent
] Emergendy abdominal surgery FORM
{Describe circinstances)
surgeon By
Physigian's Signature SIGNATURE DATE MUST
BE ON OR AFTER
SURGERY DATE




