
FEMI-CARE SURGERY CENTER, LLC 

CONSENT TO VOLUNTARY ABORTION, PROVISIONS OF CONTRACEPTION, IABORATORYTEST, AND DISCLOSURE OF PAST MED!CAL HISTORY 

I, ______________ am----� years old, and request and consent to the performance upon me of a pregnancy 

termination by the procedure, ____________ performed by Dr. Shea P. Sharma. 

This form has been designed with the understanding that you have, at !east tentatively, decided to have an abortion. The information contained 
in this form is not intended to frighten or upset you. It is afso not meant to influence your decision in any way. 

What this form is meant to do is give you information. we believe you need complete and up-to-date information about the safety of abortion, 
an understanding of the risks involved, and an explanation of the test and medications that are provided with the abortion procedure. We urge 
you to read this form carefully. If you have any questions, please ask. 

MEDICAL HISTORY: ! have fully disclosed my medical history and have listed the following a!!ergies or reactioris to medications: 
____________ .. ! (do)/ {do not) have a history of rheumatic fever. The first day of my last menstrual period was 
--------�and 1 believe that I am about __________ weeks pregnant. A pelvic exam and vaginal ultrasound are 

performed for this purpose. 

LABORATORY TESTS: I consent to taking of blood samples, a urinalysis, and a urine pregnancy test. I understand these tests are performed for 
this purpose. 

USE OF ANESETHETICS:_ 

Please circle which method of anesthesia you prefer: 

A. LOCAL: I consent to the administration of local anesthetics. l understand that these do not always have to eliminate all pain. !n 
a very small number of cases. Local anesthetics cause severe reactions including rare instances of convulsions, cardiac arrest, 
or prolonged unconsciousness. 

B. TWILIGHT: 1 consent to the administration of a mild sedative, which will induce a calming effect to help me relax during the 
procedure. Side effects most commonly reported include drowsiness, fatigue, and poor muscular coordination after receiving 
the sedative. I am aware that! will not be able to engage in hazardous activities that require complete mental alertness, such 
as operating machinery or driving a car. 

C. GENERAL: I have been informed that disorientation, a!lergic reactions to the anesthetic, cardiac arrest, laryngospasm, 
aspiration, pneumonia, coma, and death are possible complications with general anesthesia. I acknowledge that no guarantee 
has been given to me by the staff. J understand that I am responsible for a!! physician and hospital charges should 
hospitalization be required. ! consent to the administration of genera! anesthesia. 

1 certify that I have not had anything by mouth since midnight yesterday and have transportation with me. 

_________ (Patient Signature) 

CRNA Signature/Date 

PURPOSE OF ABORTION: I fully understand that the purpose of this abortion is to end my pregnancy. I know that I can continue to its full term, 
but it's MY personal choice to end the pregnancy at this time. 

RISKS AND COMPLICATIONS: In any surgical procedure, there are risks of minor and major complications which may not be the fault of the 
physician. These risks are relatively !ow: 96% of these procedures are without comp!ications. The fo!!owing are examples of the complications 
that can occur: 

A. 
B. 
c. 

0. 

infection of the uterus, which may require antibiotic therapy and rarely can lead to the loss of childbearing capacity. 
Failure to remove all of the tissue which may require resuctioning. 
Hemorrhage (heavy bleeding) which will require re-evaluation of the patient to determine causes of the excessive bleeding. 

Perforation or injury of the uterine walls, which may occur in one in a thousand procedures. This requires hospitalization, and 
may require surgery. Occasiona!!y removal of the uterus resulting in the loss of childbearing capacity may occur. 




