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REQUEST AND CONSENT FOR STERILIZATION
OPERATING SURGEON NAME (Typed)
PATIENT NAME (Typed)
DESIGNATION AND LOCATION OF HOSPITAL
STATE NATURE AND EXTENT OF OPERATION
I the undersigned, request the operating surgeon and staff of above-named hospital, to perform an operation on me.
It has been explained to me that this operation is intended to result in sterility though this result has not been guaranteed.  I
understand that a sterile person is NOT capable of becoming a natural parent and that this operation is irreversible.
I voluntarily request and consent to this operation and understand that if it proves successful the results will be permanent
and it will thereafter be physically impossible for me ((1)
out inappropriate choice in parentheses
(2)
children).  NOTE:  Cross
DATE
PATIENT SIGNATURE
THIS IS TO CERTIFY THAT I HAVE WITNESSED THE ABOVE SIGNATURE AFTER EXPLAINING THE NATURE OF THE OPERATION,
ITS PURPOSE, EXPECTED RESULTS AND PERMANENCY TO THE PATIENT
DATE
OPERATING SURGEON SIGNATURE
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