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CONSENT FORM FOR
INSERTION OF IUD N /

The IUD is a device inserted into the uterus to prevent pregnancy. Statistically speaking, the device
is known to prevent pregnancy in 95%-98% of the time. To achieve maximum efficacy, the IUD
should be replaced every 3-5 years, depending on the type of device.

The IUD is inserted without anesthesia and with some discomfort.

Before the IUD insertion, you must provide the doctor with information related to your health, and
primarily whether you suffered or are suffering from any diseases that might constitute a
contraindication for using an IUD, such as irregular vaginal bleeding, heaving bleeding during
menstruation, pelvic infection, ectopic pregnancy in the past or uterine defect. In addition, inform
the doctor of the date of the last menstrual cycle.

In addition to the efficacy of the IUD, the following side effects and adverse events are
recognized:

e Increased and painful bleeding during menstruation or diminished bleeding in varying degrees
until complete cessation of bleeding during menstruation, based on the type of IUD.

e Higher incidence of infections of the genitalia that might result in fertility problems in the future.
e Expulsion of the IUD without feeling /knowing that it has been expelled.
e Pregnancy despite the IUD, which might end in miscarriage due to infection.

e |nability to retrieve the IUD through the string, which requires use of other means to retrieve,
even its retrieval under anesthesia.

e Penetration of the IUD into the uterine wall or abdominal cavity. In these cases, surgical
intervention might be required. This complication is rare.

e Ectopic pregnancy.

If any of the following symptoms appears, contact the doctor:

e Bleeding that is abnormal in intensity or timing.

e Lower abdominal pain.

e Abnormal vaginal discharge.

e Late menstruation.

| hereby declare that to the best of my knowledge, | am not / the woman is not pregnant.

You must adhere to periodic check-ups in accordance with the doctor’s recommendation.

Patient's Signature / n/7910nn nn'nn:
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Woman’s Name:
(nw'xn Dw) Last Name / nnown nw First Name /'01o nw Father’'s Name / axn nw ID No./.t.n

| hereby declare and confirm that | have been
given a detailed oral explanation by Dr. (0"Tn):

Last Name / nnown nw First Name / '01o bw

of the IUD, its efficacy, expected behavior from me and possible complications of its insertion or
presence in the uterus.

In addition, | received an explanation about alternative birth control, their advantages and
disadvantages, their side effects and possible complications.

I have read the aforementioned explanations and | wish and consent to the insertion of the IUD.

It has been agreed that the 1UD that will be inserted is of the type (a10n)

Date /9 xn Time / nyw Woman’s Signature / nw'xn nn'nn
Guardian's Name (Relationship)/ Guardian's Signature (for incompetent, minor or mentally ill patients)/
(n27) o19NVIDKRN DY (w1 N7IN IX 'O ,'T 7109 7w Nj7N2) 0I9NVIDKN NN'MN

I hereby confirm that | have given the patient (hw'x%) / the patient’s guardian ( 7w 0191NVIDXY?
nw'Rn)* a detailed oral explanation of all the above-mentioned facts and considerations as required
and that he/she has signed the consent form in my presence after | was convinced that he/she fully
understood my explanations.

N'D/RIN 21 WNTN 092 7'W7 XN 79 IR “NWRN W 0191N019K7 / nwW'R7 N9 7y 'M120N D N/AYKRN X
.OKRI7N2 M0N0 NIX N/AN D 'MyDIYY TNRYT 191 Nndon 7V n/onn

Physician's Name / n/xonn nw Signature / nn'nn License No. / [I'vm 190n

* Cross out irrelevant option / animn nx /pnn
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