PATIENT REGISTRATIO N

WELCOME TO

DR SNIP ‘No Scalpel’ VASECTOMY CENTRE
Dr Nicholas Demediuk (MBBS, FRACGP, DRANZCOG, B.Ed., Forensic Physician)

1. Please fill out and circle relevant information
2. Bring both your completed ‘Patient Registration’ and ‘Consent’ forms with you on the day
of your appointment
Family Name:
Date of birth:
Address:
Telephone:

Occupation:

Have you ever fainted? No/Yes
Past operations: (Including hernia repairs, operations on testes or scrotum as a child, pacemaker,
neural stimulators) No/Yes
If yes, list

Do you bleed or bruise easy? No/Yes
If yes, list

Do you have any allergies to drugs or skin disinfectants? No/Yes
If yes, list

Have you taken any medications in the last 2 weeks? No/Yes
(Including Warfarin, Clopidogrel, Pradaxa, aspirin, ginkgo, olive leaf extract, fish oil, or other natural
medicines)

If yes, list

Family GP: Name
Clinic Name
Address

How did you find us? (circle) GP / Friend / Local paper / Yellow pages / White Pages / Internet/
Radio / Signage / No idea / Partner organized it / Other

| acknowledge that my medical record will be held in a secure electronic &'or hard copy form and the practice may use electronic
transmissions in the management of my medical record and care. | understand that the record will only be accessed by approved users during
the course of their work. | also acknowledge that | maybe called by phone and/or sent reminder letters. The practice also participates in clinical
research, accreditation and quality assurance activities that may require access to records by approved users. The practice undertakes to not
use any information that would identify your health record individually without your consent except where legally required or requested with
your consent including transfer or copying medical records. The practice conforms to the requirements of Privacy Legislation and the practice
policy on privacy is available for perusal on request from Reception

Office use only:

Information sheets Post op sheet

Secondary Contact Operation routine

Counselling/Counselling Load No.

Consent Form

Letter Sent Follow up Call




DR SNIP® ‘No Scalpel’ VASECTOMY

CONSENT TO VASECTOMY

I, (Name) of (Address)

consent to the administration of local anaesthetic and the operation of vasectomy
and acknowledge that:-

0] The vasectomy will render me sterile but this will not occur immediately after
the operation and it will be necessary to have one or more examinations of my
semen to determine when sperm are no longer present. | cannot regard myself as
being sterile until a ‘zero’ sperm count has been confirmed.

(i) The sterility will be for practical purposes permanent and not readily capable
of alteration. (Reversal operations and other techniques are not universally
successful. Functional results of reversal decrease with the length of time following
vasectomy due to both decreased sperm production and antibody development)

(i)  There may be some temporary bruising of the scrotal skin and swelling and
pain of the testes and epididymis after the operation.

(iv)  The operation will not affect my sex drive or libido unless psychologically |
allow this to occur.

(v) The excised vasa are not sent for histological confirmation.

(vi)  The operation can fail due to the presence of an extra undetected vas,
technical difficulties or spontaneous rejoining and re-canalisation which, in rare
instances, can even occur many years after a ‘zero’ sperm count in the semen has
been confirmed.

(vii)  Rare complications may occur and include infection, epididymo-orchitis
(inflammation of the epididymis and testes), scrotal haematoma (blood clot inside
the scrotum), bleeding, cyst and granuloma formation, reactions around internal
sutures, development of anti-sperm antibodies, long-term pain and tenderness,
delayed wound healing and adverse reactions to the skin preparation, local
anaesthetic and diathermy.

(viii) I have been given printed information and will be given further explanation
and counselling prior to the vasectomy being performed.

Signed Date




