DR. DAVID SMART
UROLOGIST

INFORMED CONSENT FOR PROCEDURE/OPERATION

FULL NAME OF PATIENT:

[.D. NUMBER:

PERSON OBTAINING CONSENT:

I have explained the nature, risks and possible consequences of the surgical procedure to the undersigned
patient or person legally competent to give consent.

Signature: Date:

PROPOSED PROCEDURE: EXPLORATION OF SCROTUM FOR SUSPECTED TORSION OF
TESTES SIDE..........

THIS INVOLVES THE EXAMINATION OF THE TESTIS VIA A SCROTAL INCISION.
UNTWISTING OF TESTIS. FIXATION OF BOTH TESTES IN SCROTUM TO PREVENT TWISTING
IN THE FUTURE

INTENDED BENEFITS: TO TREAT TESTICULAR ABORMALITY

SERIOUS OR FREQUENTLY OCCURRING RISKS: Including any extra procedures which may
become necessary during the procedure. I have also discussed what the procedure is likely to involve, the
benefits and risks of any available alternative treatments (including no treatment) and any particular
concerns of this patient.

COMMON Fixation of both testes if torsion is discovered via same incision.
I agree to removal of the above child's testis during surgery if damage
caused by twisting is thought irreversible.

OCCASIONAL You may be able to feel the stitch used to fix the testis.
Blood collection around testes which resolves slowly or requires
surgical removal.
Possible infection of incision or testis requiring further treatment.

RARE Loss of testicular size or atrophy in future if testis is saved.
No guarantee of fertility in future.



ALTERNATIVE TREATMENT Observation risks loss of testis.

NAME OF HEALTH PROFESSIONAL:

SIGNATURE:

STATEMENT OF PATIENT:

Please read this form carefully, particularly the previous page, which describes the benefits and risks of the
proposed treatment.

I agree: PLEASE TICK
o To the procedure or course of treatment described on this form O
o To a blood transfusion if necessary O

I understand:

o That I will have the opportunity to discuss the details of anaesthesia with an anaesthetist before the
procedure, unless the urgency of my situation prevents this.
o That any procedure in addition to those described on this form will only be carried out if it is

necessary to save my life or prevent serious harm to my health.

I have been told:
o About additional procedures which may become necessary during my treatment.

NAME OF PATIENT:

SIGNATURE:

DATE:




