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TO:  All Patients Scheduled for a Hysterectomy 

FROM:  Capital Women's Care 

RE:  Hysterectomy Consent Form 

 

My signature on this form acknowledges the fact that I have consented to have Dr.    perform a hysterectomy 
on me. My signature on this form also acknowledges the fact that I have received and read the pamphlet entitled 
“Understanding Hysterectomy” published by the American College of Obstetricians and Gynecologists. I understand and 
have discussed all risks and benefits regarding this surgery with my physician. I have been informed of alternative surgical 
and / or medical treatments if applicable. I understand, as with any major abdominal or pelvic operation serious 
complications such as blood clots, severe infection, postoperative (after surgery) hemorrhage, bowel obstruction, injury to 
the urinary tract, or even death can occur. All questions regarding this procedure have been discussed and answered to my 
satisfaction. 
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