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Consent For Removal Of IUD 
 
Date:  _______/_______/_________ 

Patient’s Name: ________________________________________________________________________________________________ 

Date of Birth:  _________/_________/____________ 

Please note that the patient was advised of the risks and the benefits involved in the 
removal of IUD. 
 

Patient Signature: ______________________________________ 

Witness: __________________________________________________ 

Doctor: ___________________________________________________ 

Doctor Signature: _________________________________________ 

 

________________________________________________________________________________________________________ 
_ 
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Fax: (305) 595-3532 

 


	 
	Consent For Removal Of IUD 

