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Planning ® Access ® Care ® Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Tutorial on Sterilization Form

PM 330


Presenter
Presentation Notes
Welcome to the Family PACT tutorial on completing the Sterilization Form PM 330.   Before you start this tutorial, please print out the sample PM 330 and other helpful handouts so you can follow along. Go to www.familypact.org and print the documents from the list ‘Attachments to print’ located below the actual module link on the website.  If you must interrupt your viewing of this module, you can use the arrow keys on your keyboard to manually advance or reverse slides to get back to the place where you left off.



Tutorial for Form PM 330

This tutorial includes:
L Definition of Sterilization

 Eligibility for Sterilization

 Steps of Informed Consent

The contents of this tutorial are adapted from the Medi-Cal Manual (Part 2, 1-23).


Presenter
Presentation Notes
This Tutorial will show you step by step how to fill out the PM 330.  It includes the definition of sterilization, who is eligible to obtain sterilization through the Family PACT program, and the steps to obtain informed consent for sterilization. 


)

Sterilization

Sterilization is a medical procedure or

operation causing an individual to be unable to
have children.

Sterilization Is permanent and
Irreversible.

d In women, sterilization blocks or cuts
the fallopian tubes (Tubal Ligation or
Hysteroscopic Sterilization)

d In men, sterilization blocks or cuts the
vas deferens (Vasectomy)


Presenter
Presentation Notes
Sterilization is a medical procedure or operation that renders a person unable to have children.  Sterilization is permanent and, in most cases, cannot be reversed.  A person considering sterilization should think of it as an irreversible procedure.  In a woman, there are currently two sterilization procedures that could be performed, one called tubal ligation and the other, hysteroscopic sterilization.  Either procedure blocks off the fallopian tubes.  In a man, the procedure known as vasectomy blocks off the vas deferens.



Who is Eligible?

To qualify for sterilization
procedure under Family PACT, a
client must be:

d Enrolled in Family PACT

] Atleast 21 years of age at the time
of the consent

d  Mentally competent


Presenter
Presentation Notes
To qualify for a sterilization procedure under Family PACT, a client must be enrolled in Family PACT,  be at least 21 years of age at the time of the consent, and be mentally competent. 


AT What 1s Mentally Competent?

® Access ® Carc e Ire

To be mentally competent (fit or
gualified), a person must have the mental
ability to give “informed consent.”

1 The client can only give consent if
mentally able to understand the
reason for, the final outcome of, and
the complications involved in the
sterilization process

d The consent is voluntary


Presenter
Presentation Notes
To be mentally competent, a person must have the mental capacity to give informed consent.  That means that the client can only give consent if he or she is mentally able to understand the reason for, the final outcome of, and the complications involved in the sterilization process.  The client must be able to understand that giving consent is voluntary. 


Waiting Period

30 days (but not longer than 180 days)

72 hours for emergency abdominal
surgery


Presenter
Presentation Notes
In most cases, the signed informed consent has to be given between 30 and 180 days prior to the procedure.  Be sure to count the days between when the signed informed consent was obtained and when the procedure is scheduled.  Don’t forget to count an extra day in a leap year.  �In the case of emergency abdominal surgery, the consent must be given 72 hours in advance.   


Who Can Counsel?

d  The physician or

d  Trained staff who represents the
physician


Presenter
Presentation Notes
The person who counsels the client regarding their consent to sterilization must be the physician who performs it or a trained staff member who represents the physician. 


Informed Consent

Inform the client about:

 All available methods of birth control
Sterilization Is permanent
Steps of the procedure

A

u

1 Complications and risks
1 Benefits and outcomes
A

Post-procedure information


Presenter
Presentation Notes
For true informed consent, the client must be told about all the temporary birth control methods available.  The client must be informed that sterilization is permanent. The client has to be told the steps of the procedure including the type of anesthesia to be used. The client must be informed of its complications and risks as well as the benefits and outcomes.  The client should be told what to expect post-procedure, including the recovery time, the need for couples to use birth control after vasectomy or hysteroscopic sterilization.  In the case of vasectomy, clients should be told about the importance of getting follow-up sperm analysis, which is done at no cost to the patient.  In the case of hysteroscopic sterilization, clients should be informed that a hysterosalpingogram must be performed at 12 weeks after the procedure to confirm bilateral tubal occlusion. If tubal occlusion cannot be confirmed at the time, the hysterosalpingogram must be repeated 12 weeks from the date of the first hysterosalpingogram. Be sure to let the client know about the benefits which include that the client will not have to worry about getting pregnant, and will not have to use birth control.  Clients need to be told that sterilization does not protect against sexually transmitted infections or HIV.


Informed Consent

d Tell your client that he or she has
the right to change his or her mind
any time before the procedure

1 You must provide your client with a
printed copy of a brochure on
sterilization published by the
California Department of Health
Care Services

)


Presenter
Presentation Notes
Tell your clients that they have the right to change their mind any time before the procedure.  They could change their mind the day of the scheduled surgery if they wanted to. 

You must give your client a copy of the brochure on sterilization published by the California Department of Health Care Services.  Information on how to obtain these brochures is on the following slides.


Tre

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

How to Obtain Brochures

on Sterilization for Clients

. The brochures are entitled
“Permanent Birth Control for Men”
and “Permanent Birth Control for
Women”

d These brochures are available to
download and print in English and
Spanish on the Department of
Health Care Services Website
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Presenter
Presentation Notes
There are two sets of brochures, one entitled "Permanent Birth Control for Men" and the other "Permanent Birth Control for Women."  They are available in English and Spanish.   You can obtain them by downloading and printing them from the Department of Health Care Services website.   There is no charge for this service.   


CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

WALT How to Obtain Brochures

on Sterilization for Clients

d Go towww.dhcs.ca.gov and

type “Permanent Birth Control” Iin
the search box

1 Choose the link ending in
/Pages/PermanentBirthControl.aspx

d  Choose the brochure you would like
to print
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Presenter
Presentation Notes
You can simply go to www.dhcs.ca.gov and type “Permanent Birth Control” in the search box.  The entire link is www.dhcs.ca.gov/Pages/PermanentBirthControl.aspx.  Once you are on that page you’ll see some instructions and the links to the PDFs of the brochures for Women and Men in English and Spanish.  Just choose the brochure you would like to print and follow the instructions for printing out the brochure. 

http://www.dhcs.ca.gov/�

J

J

You can print the 2 page brochure
on letter size or legal size paper

To print a brochure on letter size
paper, click on one of the links and
open the brochure PDF file

On the File menu, click Print

In the Print section, click on the tab
Properties

12


Presenter
Presentation Notes
You can print the brochures out on letter size or legal size paper.  If you print on legal size paper it will be easier for your clients to read.  It is two page document that you can print front and back if you like and fold so that your client can easily read it.  To print a brochure on letter size paper, click on the brochure you’d like to print.  On the File menu, click Print.  In the Print section, click on the tab labeled Properties.  


For Paper Size, select letter for 8.5”
by 11”7 paper

1 Click OK to save the selection and
exit Properties

 For Page Scaling, select Shrink to
Printable Area

d Click OK to print
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Presenter
Presentation Notes
For Paper Size, select letter  if you want to print on 8 and a half inch by 11 inch paper.  Then Click OK to save the selections and exit the Properties tab.  For Page Scaling, choose Shrink to Printable Area.  This is helpful because the original was designed bigger than letter size.  Then simply click OK to print.


.

m_ How to Obtain Brochures
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m on Sterilization for Clients

d To printa brochure on legal size paper,
click on the brochure you'd like to print

d  On the File menu, click Print

d In the Print section, click on the tab
Properties

d  For paper size, select legal for 8.5” by 14”

size

naper

d Click OK to save the selection and exit
Properties

d  Click OK to print 14


Presenter
Presentation Notes
If you’d like to print a full size brochure on legal size paper, again, start by choosing the brochure you’d like to print.  On the file menu, click Print.  Once in the Print Section, click on the tab labeled Properties. For paper size, choose legal and then click OK to save your choice and go ahead and exit the Properties tab.  Then click OK to print.   These brochures will help your clients to better understand the sterilization procedure they are considering.   
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Your client cannot give consent to a
sterilization procedure If:

d He or she has been drinking alcohol
or using drugs

d She is in labor or had childbirth
IN the last 24 hours

1 She is thinking about or had an
abortion In the last 24 hours
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Presenter
Presentation Notes
It is important to know that your client cannot give consent to a sterilization procedure if he or she has been drinking alcohol or using drugs.  If a female client is in labor or has had childbirth in the last 24 hours, she cannot give consent to sterilization .  Likewise, if the female client has been thinking about getting an abortion or has had an abortion in the last 24 hours, she cannot give consent to sterilization.


Medi-Cal Regulations
for Sterilization

Medi-Cal regulations do NOT permit obtaining
consent for sterilization from a person who Is
seeking to have an abortion.

O This does NOT mean that the two procedures cannot
be done at the same time. If your client consents to be
sterilized, then later wishes to have an abortion, both
procedures can be done at the same time

1 An elective abortion does not qualify as an emergency
abdominal surgery and the sterilization procedure
would require the 30-day waiting period

16
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Presenter
Presentation Notes
Medi-Cal regulations do NOT permit getting consent for sterilization from a person who is seeking an abortion.  This does not, however, mean that the two procedures cannot be done at the same time.  If your client consents to be sterilized, then later wishes to have an abortion, both procedures can be done at the same time.  You should know however, that an elective abortion does not qualify as an emergency abdominal surgery, and requires the full 30-day waiting period.  Abortions, and services ancillary to abortions, are not covered by Family PACT. 


PM 330 Form Tips

1 Avoid any writing in the margins of the
form

1 Ensure that procedure name is consistent
throughout

d Ensure that the client’s name Is consistent
throughout

d Ensure that the client’s date of birth is
consistent in both the PM 330 and the
claim form

Errors may result in your claim being denied.

17
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Presenter
Presentation Notes
Any errors you make in completing the PM 330 form may result in your claim being denied.  Here are some important instructions to keep in mind:  Avoid writing in the margins of the form and ensure that the procedure name is consistent throughout the form.  Make sure that the client's name is consistent throughout the form and that the client’s date of birth is consistent on both the PM 330 and the claim form.  


PM 330 Form Tips

d  The client’s signature on the PM 330 must
match the name on the client’s HAP card
and the claim form

1  Make sure that the handwriting Is
consistent in any given section of the form

d  Keep all signatures within the line
provided with no writing in the margins

Errors may result in your claim being denied.

Q,‘I 18


Presenter
Presentation Notes
It is also important that when the client signs the form, the client’s signature on the PM 330 matches the name on the client's HAP card as well as the name on the claim form. The handwriting in any given section must be consistent.  You can use a stamp for the name of your clinic or practice.  But otherwise, anything handwritten should be consistent.  This is to ensure that the person filling out and signing each section is actually making the notations.  Make sure any writing, or the various people’s signatures do not extend beyond the line provided.  Again, remember that all writing must stay within the margins. This is a common reason that claims are denied. 



PM 330 Form Tips

d  Only the PM 330 form will be accepted.
Claims will be denied if any other forms
are used. The PM 284 is no longer valid

d Aclear, readable copy of the signhed
PM 330 must be attached to the
claim

d  Acopy of the signed consent form must be
given to the client

Errors may result in your claim being denied.

19
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Presenter
Presentation Notes
It’s important to know that the PM 284 is no longer valid and that your claim will be denied if any form other than the PM 330 is used.  You must attach a clear, readable copy of the signed PM 330 to the claim form.  For example, there should be no additional marks or lines from your copier on the copy. In addition, don’t neglect to give a copy of the signed consent form to your client.  



AT Four Sections of PM 330

* Access ® Care * Tre

1. Statement of Client —
Consent to Sterilization

2. Statement of Interpreter

3. Statement of Counselor
Obtaining Consent

4. Statement of Physician
Performing Procedure


Presenter
Presentation Notes
Now, let's look at the PM 330 form itself.  It's a good idea to put a hard copy of the form in front of you so that you can follow along.  We will discuss all four sections of the PM 330:  The Consent to Sterilization; the Interpreter's Statement; the Statement of Person Obtaining Consent; and the Physician's Statement. 
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Consent Form PM 330

B CONSENT TO STERILIZATION =
| hawe asked for and receled intormadion about stediization dom

. Wehen | first asked for

{acion or s
the Information, | was bokd thal the declsion fo be stedined B complebety up S me.
| 'was okl that | could decide nol o be sterilizsd. If | deckde not o be sterloed, my
de=cizsion will not atfect my right fo future care or trealment. | will not lose any help
or benef®s from programs receiving Federal funds, such as AF.DLC. or Medicaic
that | am now getting or for which | may become =igibis

| UNDERETAND THAT THE ETERILIZATION WUST BE COMSIDERED
FERMANENT AMD MOT REVERZIBLE. | HAVE DECIDED THAT | DO NOT
WANT TO BECOME FREGMANT, EEAR CHILDREM OR FATHER CHILCREM.

| was toid about inose bemiporary methods of Dith control tat are aalabie
and could be provided 1o me which wil aliow me 1o bear ar faer a chid In Te
future. | have rejected these all=maties and chosen to be sherized,

| wndersfand trat |will be siedized Dy am oo

fnomn a5 a

T of procedae]
The discomioris, fsks and Deneffs assocalzd "V\: opemalion have been
expiained to me. Al ol my questions Rave been G ¥ed 1o my satssaction.
~= untl at l=ast hirty days after

QQ ¥ mircl at any time and that my

mot result In the withhoicing of any
=raily furcied programs.

| uncerstand fhat the operafioe
| sign this form. | undersiand Sat |
decision at any time not %o be z3r
benefis or medical services prov

| & at leass I years d Was bam on il

e Dy L

lo‘
HICOdENENREENEREEN
o\

iad

HE=EENEEEEEEEEEEE

Fr i

hermzy  consent of my cwn  dme will b ke stedlzed by

by a

o T ]

mzod caled
T of preesciel
My corsent expines 180 days fror the dade of my slgnabsme below.

| alma consant bo the rejexse of this form and other medical racords about the
operation i

" Fapracentativec of the Deparbment of Health and Human 3arviosc.
*  Employesc of programe o projeots funded by thal Dspariment but
anly for deisrmining |7 Faderal lawe ware obesrved.

| have ressivad a oopy of thic Torm.

Sonalocs of ndvva! o ba sl it Lo Doy b

= STATEMENT OF PERSON OBTAINING CONSENTm

Before signed the:
F it 1o B

N Ehclired)
m—nhnn.rusTmnmiwmmdhm
AT fact that it is

E .the
Tl oF

quaﬁmlm 7; . risks and
benefits associated with

| counseled the alsmative of birth
mmmmzamwme raton is diffenam
because it is permanent.

1 he &

o be hat his/her can be withdramwm
uwh—-ﬁmm-ﬂmbmmmumw

Federal funds.
To“udwm“whwm o be starilized is at least

21 ysars old and end
o be and o the nature and consegquence
of the procedure.
Date: i !
Sipnatns of parson obtaining Consent [ Day v

AT Of Facity whers patient was counseled

Addrass of Facily whes paient was counssied =% State Zip Code

m INTERPRETER'S, STATEMENT =
If an interpreter is provided to,
transiated the and

Segnatwre of imtempreter e“\ : ™) Doy
PM 230 (487) “«

B PHYSICIAN'S STATEMENT =
Shortly before | performed a sterilization operation upon

on

{Name of individual fo be steriized)

£ L {Data of
Mo Day ¥

. | explained to himher the nature of the

sterilization i

{Nama of proceaurs)
the fact th intended to he final and irreversible procedure and the discomforts,
risks and i! ociated with it

| couns vidual to be sterilized that altiernative methods of birth
control are availahi=f] temporary. | explained that sterilization is different
because it is permanen

linformed the individual™ gd that his/her consent can be withdrawn
at any time and that hefshe will not’l ny glm services or benefits provided by

el

Federal funds

To the best of my knowledge and b ual 0 he siterilized is at
least 21 years old and appears mentally c:nmpet Sne knowingly and
voluntarily requested to be sterilized and appeared Y. ne nature and
consequences of the procedure.

(Instructions for use of Alternative Final Paragraphs: Us %
paragraph below except in the case of premature dslivery or emergency ab
surgery when the sterilization is performed less than 30 days after the date of the
individual’s signature on the consent form. In those cases, the second paragraph
below must be used. Cross out the paragraph below which is not used.

(1) At least thirty days have passed betwesen the date of the individual's
signature on this consent form and the date the sterilization was performed

{2) This sterilization was performed less than 30 days but more than 72
hours after the date of the individual's signature on this consent form because of the
following circumsiances (check applicable box below and fill in_information
reguested.)

A [ premature delivery date: Individual's date
Mo Day ¥r
of delivery: / / (Must be 30 days from date of patient’s signature).
Mo Day v

B D Emergency abdominal surgery; describe circumstances:

Date:
Signature of Physician performing surgery Mo Day  vr

21


Presenter
Presentation Notes
Here we see all four sections of the PM 330:  the Consent to Sterilization which is the part the client must sign; the Interpreter's Statement, which the interpreter must sign if one is used; the Statement of the Person Obtaining Consent, who is usually a trained sterilization counselor or the physician who will perform the procedure; and finally the Statement of the Physician who actually performs the procedure. 


Section 1
Statement of the Client

CONSENT FORM
PM 330

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

‘State of California —Health and Welfare Agency Department of Health Senvices

B CONSENT TO STERILIZATION =
hawve asked for and receieed infommation about siedizabion  from

. WWmEn | Trst asked for

=rar

e Imformiation, | was m_l.hrf-'::lcd:thbr to be sterflized 5 compistely up o me.
was to'd that | could decide not 10 be steriked. H) cecide not to be sizriked, my

cecision wil not affect my right %o fofure care or teatment | will nct lose any help

or benefis from progmams recelsing Federal funds. soch as AF.0.C. or Medicaid

Trat | am now getting or for wnich | may becomes eligibke.

UNDERSTAMD THAT THE ETERILIZATION MUST BE COMSIDERED
PERMANENT AND MOT REVERSIBLE. | HAVE DECIDED THAT | 0D ROT
WEANT TO EECOME PREGHNAMNT, EEAR CHILDREM OR FATHER CHILDREMN.

s oid aboul those i=mporary methods of bith cortgl et ae ayvallabie
ard oould be provided o me which wil aliow me o bear o faiher & il Inthe
fidure | have rejecied these abermaises and chosen bo be sherilzec

undersiand thai [wil be sterlized by an opssalon kmoen as &

Mmoo areca T,
The clzcomdoris, risks and beneffz =ssoclated with e cperaton Rave been
axiained o me. All of my gueslions have een answer=d o my satisfacton

urdersiand that the cperabdon will rot be done umdl at east hisy days aflsr

sign this form. | underziand that | can change my mind at any Hre and That miy

decizicon at any Hme not o be shedlzed wil not resuit in the afhhclding of any
Eeneffs or medical s=nioes provided by federaly funded orograms.

am at kast 29 years of age and was borm on s .

NOTICE: YOUR DEGISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING OF ANY BENEFITS PROVIDED BY
PROGRAMS FEDERAL FUNDS.

OR PROJECTS RECEIVING

Consent to Sterilization

. When | first asked for

ot o ] )

the information, | was tokd that the decision 1o be sterilized is comphetsly up 1o me.
1 It | dacide not ized, mry

treatment. | help oc
benefits from programs meosiving Federsl funds, such as AF.0.C. or Medicald that
i for which | may

| UNDERSTAND THAT THE STERILIZATION MUST BE

= STATEMENT OF PERSON OBTAINING CONSENTm

Before sgned the
(Name of indivigusi 10 ba stedlired)

consent fom, | explainad 15 hamiher v Agturs of the  starization

operation . the fact that it is

e of procediee)
intended to be a final and imeversible procedure and the discomforts, fisks and
benefits assodiated with

| counseled the individual to be sterilized that alemative methods of birth
control are avaiiable which are temporary. | expiained that steriiization is different

PPERMANENT AND NOT REVERSIBLE | HAVE DECIDED THAT | DO NOT WANT
TO BECOME PREGNANT, BEAR CHILDREN OR FATHER CHILDREN.

1 was ok about 1hosé temporsry methods of birth control that are avallable and
or father & child in the future. |

| understand that | will be steriized by an operaion known as a

e o procadee]
The discomforts, risks and benefits 8ssoCated with the operation have been
explained to me. ummmmmmum

the operaion will nat be done: until thinty days afer

mﬂ-srwm |mmm1wmmm-mm-umw

decision ai any time not 10 be steriized will not result in the withhokding of any
‘servicss provided by

QITITTTITTTI g IlgLd

" t
at any time and that haishe wil not iose: any health services or any benefts
provided by Federal funds.

21 yearm old and appears mentally competent. Ha/She knowinoly and voluntarily
1o be steritzed and sppears 1o understand the nature and consequence

of the

Date: ' !
Signatura of person obiaining consent Mo Dy W
Name of Facity whars patient was counseled
Adress of Faciity whars paent was Counseied cay Sate  Zp Code

wPHYSICIAN'S STATEMENT

IlIIIIIlIIlIIlEIIIIIIQ

hereby consent of my own free wil o be sterized by
bya

BT
mersby  consent  of  my  own free wal 10 be  sterized by
oy A

oo T e

method caled,

[T e
By consent expines 182 davs from the daie of my signalure below.

Al%0 consent 1o the release of this fors and ofer medical reconds abowt The

operation o

- Fepracasniaiives of the Department of Healh ard Human §arvicss.

- Employessc of programe o projsoic funded by el Deparbmesnt buk

only for determining If Federal lawe wera choamed.

I hree reoshved a copy of thic form.

Dok pee)

My consent expires 180 days from the date of my signature below.
| also consent to the release of this form and other madical reconds about the
operation to:

. of Heaith and Human Services.
. : bt only for
detarmining M Federal laws were observed.
| have received a copy of this form.

Date: L !
Simatire of maidial > be steriized Mo Dy W

w INTERPRETER'S STATEMENT »
If an interpreter is provided 1o assist the individual to be steriized: | have
sterlized

by ining this consent, | Hivher

explai
its contents to hinvher. To the best of my knowledge and belief he/she understood
this explanation.

Sgnators of Interpreter Mo Day W

PM 330 (407}

Shortly before | peformed a  stediization  opsrabion  upon
on

oarme o v 1 04 eiond)
L 1 (Date of surizasion), | €Xplained to himmer the nature:of the.

Vo Day W

sterlization operation
the fact that it is intended 1o be a final and ifmeversible procedure and the

1 counseled the individual 10 be sterfized that altemative methods of bith
control are available which are temporary. | explained that sterilization is different
bocause it is permanent

| hisier

atany enefits provided by
Federal funds. )
To be steriiizad is at least

21 ah y
requestsd 10 be stediized and appeared fo undersiand the naiure and
‘consequences of the procedure.

for use of Final Use the first

pery ‘aherthe cate of the
signature on the consent form. hmmmmm
below must be used. Check applicable box )

D (1) At least thity days have passed betwesn the date of the individual's
signature on this

a @ msmwmmp-mmknmsouynmmmrz
hours after the date of
ummwmn_‘mm
requested)

ADPmumm ! I Individual's expected date
Mo Day ¥r
otdelvery. L (Must be 30 days from date of patients signature)

8] Emergency abdominat surgery; describe cicumstances :

‘Sinature of Physician perfomming surgery. Mo Day v


Presenter
Presentation Notes
We will start with the first section: the Consent to Sterilization.  This is the section that your client will need to sign. 
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Statement of the Client

B CONSENT TO STERILIZATION W

hayve askied for and recebéed infomation abow
. R 7
Doctor’'s Name
etz ar cR
e Imormiation, | was ioid that e decklon o be sierleed s comp up o e,

was oid that | could decide nol 0 be sterized. M cecide no to be sierlzed, my
gacision wil not affect my right o foure cane or T=mmeart. | wll rot lose any mep
or benefts from orogmams recaling Faderal fonds. such as &.F.0LC. or Medicsd
trat | am now geting or for which | may mecomis sligibke.

UNDERSTAMD THAT THE ETERILIZATION MUET BE COMEIDERED
PERMANENT AMD MOT REVEREIBLE. | HAVE DECIDED THAT | D2 ROT
WANT TO EECOME PREGMANT, EEAR CHILDREMN OR FATHER CHILDREM.

wias wid about those i=mporany meshods of bith convim) thas ame ayvallanie
and oould be provided o m= wihlch &l allow me o bear oF tyiher & ohlld In the
future | have rejsched thess aksrnatyes and choser o be sherloed,

undersizrd that (wil b= sherlzed by an opsralon knoan as &

WA TS O prTeC
Th= clzcomdorts, risks and bensfs sssochated whn Se cperabon Rave Desn
mEnialnsd o me, Al of my guaslions s e answarsd 0o my satisfacton

wrdersiand Trat e cperablon Wil rot be done uml at east iy days afler

sign 1nis Tarm. | uncerstand that | can changs my mind 2k ary He mne Thas my

gacision at any Hme ot o be shedlzess wil not resull im the &kRRcldng of any
benefts ar medicy’ s=ndces provided oy Tederaly fund=d programs.

am at mast 21 p=ars of ags and was borm an ;

Lsad

i

Farsty  consent ol my  own e w0 b= sterlzed by

oF A

O T AT,
mthod caled,

e of presdoe i
By consart mxpires 1580 daye from the dat= of my eignaturs balow.

A0 consent o e release of this form and other medcal reconds about e
operation 1o

® Fepracansailves of the Department of Healh and Humar Sarvices.
*  Employess of programe o projesic fundad by Bt Departenesnt buk
anly Tor datsrmining I Federal laws wers chosryed.

| e rensihvad & copy of Ehie Torm.

Group: If the Doctor belongs to a
group, all their names can be listed OR
use the phrase “and/or his/her
associates.”

Example: Elizabeth Fenton, MD &
Associates

Clinic: If the Doctor is part of a clinic,
then simply use the name of the clinic.

Example: Westside Family Health
Clinic

BEEEEEEEEEEEEEEEE DThIS line may be pre-stamped or typed.
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Presentation Notes
The first line that you fill out is the name of your practice or clinic.  If you belong to a group, you can list all the names of the physicians in your group.  Or you can use the phrase "and/or associates."  An example is given here.   This line may be pre-stamped or typed.  Make sure the writing stays within the line. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING

B CONSENT TO STERILIZATION =

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

| have asked for and received information about sterilization from

Name of Physician/ CliniC  wnenifirst asked for
(doctor or citnic)
the information, | was told that the decision to be sterilized is completely up to me.
| was fold that | could decide not to be sterilized. If | decide not to be sterilized, my
decision will not affect my right to future care or treatment. | will not lose any help
or benafits from programs receiving Federal funds, such as A.F.D.C. or Medicaid
that | am now geting or for which | may become eligible.

| UNDERSTAND THAT THE STERILIZATION MUST BE CONSIDERED
PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED THAT 1 DO NOT
WANT TO BECOME PREGNANT, BEAR CHILDREN OR FATHER CHILDREM.

| was told about those temporary methods of birth contrel that are available
and could be provided to me which will allow me to bear or father a child in the
future. | have rejected these alternatives and chosen to be sterilized.

| understand that Iwill be sterlized by an operation kn as a
_ Tubal ligation b

tName of procedure)
The discomforis, risks and benefits associated with the operation have been
explained to me. All of my questions have been answered to my satisfaction.

| undersiand that the operation will not be done until at least thirty days after
| sign this form. | understand that | can change my mind at any time and that my
decision at any time not to be stenlized will not result in the withholding of any
henefits or medical services provided by federally funded programs.

| am at least 21 years of age and was born on / /

Mo Day ¥r

HEEEEEEEEEEEEEEERE

First ML

herebyy consent of my own  free will to  bhe steriized by

by a
e .
method called Tubal L|gat|0n _
:Name Npl’aceﬂww

My consent expires 180 days from the date of my signature below.

| also consent to the release of this form and other medical records about the
operation to:

. Representatives of the Department of Health and Human Services.

. Employees of programs or projects funded by that Department but
only for determining if Federal laws were observed.

| have received a copy of this form.

Date: & £
Signature of individual fo be sferilized Mo Day ¥r

Statement of the Client

Name of the Procedure:

Enter the full name of the procedure.

Example: Vasectomy (Men); Tubal Ligation
(Women)

If being filled out in Spanish, the
name of the procedure may be
written in Spanish.

The name of the procedure needs to
be consistent throughout the form
(line numbers 2, 6,13 and 20) as well
as on the claim form.

This line may be pre-stamped or
typed.
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Presentation Notes
The next line is the Name of the Procedure.  Enter the full name of the procedure.  For men, you would write Vasectomy.  For women, you would write Tubal Ligation or Hysteroscopic Sterilization.  If you are filling out the Spanish form, you can write the name of the procedure in Spanish.  The name of the procedure needs to be consistent throughout the form (on numbers 2, 6, 13, and 20) as well as on the claim form.  This line can be pre-stamped or typed. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

State of California -—Health and Welfare Agency

CONSENT FORM

Department of Health Services

PM 330

NOTICE: YOUR DECISION AT ANY TIME NOT TQ BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING OF ANY BENEFTTS PROVIDED BY
PROGRAMS RECEIVING FEDERAL FUNDS.

OR PROJECTS

mCONSENT TO STERILZATION=
| have asked for and recsived information about sterlizaton from

. When | first asked for

fdocton or clre)
the information, | was toid that the decision to be steniized is completely up 1 mea.
1 was tokd that | could decide not to be sterilized. If | decide not 1o be stenlzed, my
dacision will not affect my right 1o fulre care or treatment. | will not lose arry help o
benefits from peograms Faderal funds, such a3 AF.D.C. or Madicaid that
| @m now getting or for which | mary become eligibie.

| UNDERSTAND THAT THE STERILIZATION MUST BE CONSIDERED
PERMANENT AND NOT REVERSIBLE | HAVE DECIDED THAT | DO NOT WANT
TO BECOME PREGMNANT, BEAR CHILDREN OR FATHER CHILDREN,

| waas tokd about those emporary methods of birth control that ane avalable and

mummmnﬂﬂ#muww“nﬁdhhm. I
have rejeciad thase and chosen 10 be

tibal "quatl on

The discomborts, mwmmmhwmm
expiainsd to me. All of my questions have been answered o my satistaction,

1 ungderstand that the operation will not be done untl at least thirty days aftar |
sign this form, | understand that | can change rmy mind at any tme and that my
deciion at any tme not 1o be steriized will not result in the withholding of any
benefits or madical senices provided by federally funded programs.

| am at wast 21 years of age and was bom on ! I
o Day ¥

u STATEMENT OF PERSON OBTAINING CONSENTm

Belore signed the
(s of el 10 Da steine]
consent form, | explained o him/her the nature of the steriization

operaton Tubal L| ation

mnnamwmmwhmmm
banafits associated with iL

. the fact that it is

1 counseled the individual o be el thods of birth
control are avaliable which are . 1 exp that jon s different
becauss it s

parmanant.

1 informed the individual 1o be sierliized that his/her consent can ba withdrawn
at any time and that ha/she will not lose any health services or any benefits
provided by Federal funds.

To the bast of my knowladge and belief the indrvidual Io be stariized is of least
21 years okd and appears mentally Ha/She end
requesiad ko be sterized and appears 1o understand the nature and consequance
of tha procadure.

IENENNEEENEEEENEEEEEE
lmllllll_illlllllllllul;l

hersby consent of my own free will W0 be sterdized by

bya

TOockr's )
method called
orocedurs]
My consant epines 180 days from the date of my signature below.
1 also consent to the release of this form and other medical reconds about the
o o

. Repr of the D

of Health and Human Services.

+  Employsss of programs o projects funded by that Department but only for
detarmining if Federal laws were cbserved.
| harve received a copy of this form.
Date: ! i
Signature of indhadual o be sherlired o Day ¥r

u INTERPRETER'S STATEMENT =

If an interpreter ks provided o assist the individual to be sterilized: | have
transdated the information and advice presented orally to the individual 1o be sterlized
by the person cbtaining this consenl. | have also read him/her the consant form in

its coments. 1o himher. Tuumummmm mumd
this explanation

P 330 (48T

Date: ! I
Signature of parson obiaining consent Mg Oay YT
Navme of Facily whers pafien! was counseled
Adcrass of Fachly whan patient was coUrssed iy Sate  Zp Cooe
wPHYSICIAN'S STATEMENT»
Shorty before | a op upon
on
i ! unte of 1 to him/er the fiatuns of the
Mo Dey
steriization operation

¢ .
the fact that it is intended to be a final and imeversibie procedure and the
discomfiorts, risks and benefits associated with it

| counseled the individual D be that t thods of birth
control are which ane 1 ined that sterilization is different
because itis

parmanent.

| inflormed the individual o be sterilized thit hisher consent can be withdrawn
at any fime and that he'she will ot lose anry health services or benefits provided by
Faderal funds.

To the bast of my knowledge and besel the individual 1o be sterlizad is at least
21 yoars oid and appears mentally compedent. rnvowinghy and voluntarity
requestad 0 be steriized and appeared to0 understand the nature and
consequences of the procedure.

(instructions for use of Al tive Final
mmmhm&dmm emergency abdominal
suTgeny whins tha steriizaion ks parformad less than 30 days after the date of the
incivichsal's sigratune on the consent form. In those cases, the sacond paragraph
below must be used. Check applicable box.)

Use the first

a (1) At least thirty days have passed between the date of the individual's
signature on this consent form and the date the sterlization was performed,

D {2) This steriization was parformed less than 30 days but more than 72

mwnmdumwmmmmmdm
following  circumstances

ADWMWM: ! ! Indvidual's expected date
Mo Day Yr
of daftveny: ! ! ust ba 30 days from date of patient’s signature)
Mo Dey Yr
BDEMMM il
Date: f !
Skrature of Physician perioming sagey Mo Day ¥

Name of the
Procedure

The name of the
procedure (Tubal
Ligation or Vasectomy)
has to be filled out in 4
places in the consent
form.

Twice in the Client
Statement portion

Once in the
Counselor’'s Statement
portion

Once in the
Physician’s Statement
portion

25


Presenter
Presentation Notes
This slide shows all the places that the name of the procedure must appear.  It appears twice on the client statement portion of the form, once in the counselor's section, and once in the physician's statement.  Make sure that the name of the procedure is consistent throughout and that it stays within the line.  These lines can all be pre-stamped or typed. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Statement of the Client

B CONSENT TO STERILIZATION =

| have asked for and received information about sterilization from

Name of Physician/ Clinic

. When | first asked for

(docior ar clinic)
the information, | was fold that the decision to be sterilized is completely up to me.
I 'was told that | could decide not to be sterilized. If | decide not to be sterilized, my
decision will not affect my right to future care or treatment. | will not lose any help
or benefits from programs receiving Federal funds, such as A.F.D.C. or Madicaid
that | am now getting or for which | may become eligible.

| UNDERSTAND THAT THE STERILIZATION MUST BE CONSIDERED
PERMANENT AMND NOT REVERSIBLE. | HAVE DECIDED THAT | DO NOT
WANT TO BECOME PREGNANT, BEAR CHILDREN OR FATHER CHILDREN.

| was told about those temporary methods of birth control that are available
and could be provided to me which will allow me to bear or father a child in the
future. | have rejected these alternatives and chosen to be sterilized.

| understand that Iwill be sterlized by an operation known as a

Name of the Procedure

{Mame of procedure}
The discomforts, risks and benefits associated with the operation have been
explainad to me. All of my questions have been answered to my satisfaction.

| undersiand that the operation will not be done until at least thirty days after
| sign this form. 1 understand that | can changs my mind at any time and that my
decision at any fime not to be sterilized will not result in the withheolding of any
benefits or medical services pravided by federally funded programs.

04 , 09, 1980

| am at least 21 years of age and was born an

Mo Day ¥ir
dENEEEEEEEEEEREEEEN
Last
FIrst LU
hereby consent of my own free wil to bhe sterlized by
by a

[Cociars name)

method called

{Name of procedure)

My consent expires 180 days from the date of my signature below.

| also consent to the release of this form and other medical records about the:
operation to:

. Representatives of the Department of Health and Human Services.
. Employees of programs or projects funded by that Department but
only for determining if Federal laws were observed.

I have received a copy of this form.

Date: ra £

Signature of individual fo be sterilized Mo Day ¥r

Date of Birth

This is required. The
client must be at least 21 years at the
time that consent is obtained.

Use two digits for the month, two for
the date and four digits for the year --
04/09/1980.

Make sure that the claim form says
the same date.
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Presentation Notes
The client must provide the month, date, and year that he or she was born.  This is required.  The client must be at least 21 years of age at the time that the consent is obtained.  Make sure that the claim form says the same birth date.  For the birth date, use the convention of two digits for the month, two digits for the day, and four digits for the year. 


Statement of the Client

Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Client’s Name

Write last name first.

“ISMI [TH Use one letter per square.

J|IolE | | Example: Joe Smith

Firat ML

Form should say:
Smith, Joe

The first and last names
should be the same in item
numbers 7, 12 and 18 as
well as on the claim form.

The signature must be
signed the same way.
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Presentation Notes
When you write the client's name, write the last name first.  Use one letter per square.  This name should be the same in item numbers 7, 12, and 18 as well as on the claim form.  The client must sign the same way.  For example, if the name on the HAP card is Joe Smith, the name here and in the signature should also say Joe Smith, not Joseph Smith. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Statement of the Client

B CONSENT TO STERILIZATION W

have asted for and recefed information abowt si=fization from

Name of Physician/ Clinic en | St asked S

poniz ar i
e Imomation, | was ioid tha the dechsion o be sterlized is compleiely up o me.
Was 100d that | couls cecide not o be sierled. ) cecide not to e seriEed, my
diegision will not affect my dgni %o foure care or Teaiment | Wil mot lose any hslp
iof benefis from orograms recelving Federal fonds, sach as A F.D.C. or Medicaid
that | am now geting or forwnlch | may become & glbke,

UKCERSTAMD THAT THE STERILIZATION MUST BE CONZIDERED
PERMANENT AMD NOT REVESREIBLE. | BAVE DECIDED THAT | 02 NOT
WAMT T SECOME PREGMAMT, EEAR THILDREM R FATHER CHILDREM.

was iodd about thoss i=mporary medhods of bitth comirnl That ame ayvsllanie
and oould be provided o me wilch &l aliow me o bear or tainer & ohild In the
fisturs. | have rejected thess absmaives and chosan bo be sherlzed,

undersisnd that Iwil be sterlzed by an opsmlon known as a

Name of the Procedure
TS O areeal e,
The dlsconioris, risks and benelts assochated whn e cperabon Rawe been
sypialned o me. Al of my queslions favss Deen answers=d o my satisfacton

undersiand thal e operabon will ot be done umdl at sast Ricy days afisr

sign tvis form. | uncerstand that | can change my mind ab any Heree amd Trad miy

diecision al any Hme pot b be sherflzes will not reselt i the afhRoldng of ans
benefis ar medical s=nices provided oy Tederaly funded progmams.

am al lsast 21 years of age and was bom an MONth - Day; Year

e Hr

Gy
JINEEEEERERENENENEEE

Lyat

ferey consent of o my  own free owil o b= soerlEed

Elizabeth Fenton, MD & Associates ,,
T T A,

method caled
T OF pTEsAR]
My consent mipines 1580 daye from the dats of my cignature balow.

A%0 CONSENT 90 The relsage of this fomm and ofher medcal reconds anouw e
operadon o

#  FRepreganiallves of the Depatment of Health and Human Barvices.
L] Employess of programe of projscic fundad by Bt Department but
anly for dabarmining If Fedsral lawe wers cbeesmmd.

I g reoebved & copy of thie Torm

HENERENNRENNNERERE

Doctor’'s Name

Group: If the Doctor belongs to a
group, all their names can be listed OR
use the phrase “and/or his/her
associates.”

Example: Elizabeth Fenton, MD and
Associates

Clinic: If the Doctor is part of a clinic,
simply write the name of the clinic.

Example: Westside Family Health
Clinic
This line may be pre-stamped or typed.

Do not write into the margin of the
form.
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Presentation Notes
Here is another place where you fill out the name of your practice or clinic.  Again, this line may be pre-stamped or typed.  Make sure the writing stays within the line.  As before, if you belong to a group, you can list all the names of the physicians in your group.  Or you can use the phrase "and/or associates."  The next two slides show examples. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HI

Example: Doctor from a group

| arm at least 21 years of age and was born on ! !
T Day ¥r
l.
Last
Firgt T
hereby consent of my own  free  w o be  sterlized by
Elizabeth Fenton, MD and Associates .
Docor's name)

method called
[Féame of proc=dure]
My consent expires 180 days from the date of my signature below.

| also consent to the release of this form and cther medical records about the
cperation to:

. Representatives of the Department of Health and Human Services.
. Employees of programs or projects funded by that Department but
only for determining if Federal laws were chserved.

| have received a copy of this form.

Dafa: 2 s
Signature of indlvidual fo be sfemizeg o Day ¥r
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Presentation Notes
Here is an example of how to fill out the form if you are a doctor from a group. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEA

Example: Doctor from a Clinic

| am at least 21 y=ars of age and was born on ! !
Mo Day ¥
l.
Last

Firg! T

hereby consent of my own free w o be sterlized by
Westside Family Health Clinic by a

‘Locor'’s name)

method called
(P of oo soume]
My consent expires 180 days from the date of my signature below.

| also consent to the release of this form and cther madical records akbout the
operation to:

. Representatives of the Department of Health and Human Services.
. Employees of programs or projects funded by that Department but
only for determining if Federal laws were chserved.

| have received a copy of this form.

Date: 2 s
Signaturs of indlvidual o be serizeg o Day ¥r
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Presentation Notes
This slide shows an example if you are a doctor from a clinic. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Client’s Signature

If the client signs with an “X”, a
symbol, or a character this can be
done only with a witness being
present. The witness has to
countersign.

Signature must be consistent with
the client’'s name used throughout
the Consent Form.

Make sure the signature does not
go into the margin, but stays on
the line.

Statement of the Client

B CONSENT TO STERILIZATION =

| have asked for and received information about sterilization from

Name of Physician/ CliniC_ \wnen | first asked for
fdockor or ciinic)
the information, | was told that the decision o be sterilized is complately up to me.
| was told that | could decide not to be sterilized. If | decide not to be sterilized, my
decision will not affect my right to future care or treatment. | will not lose any help
or benefits from programs receiving Federal funds, such as AF.D.C. or Medicaid
that 1 am now getling or for which | may become eligible.

| UNDERSTAND THAT THE STERILIZATION MUST BE COMNSIDERED
PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED THAT | DO NOT
WANT TO BECOME PREGMNANT, BEAR CHILDREN OR FATHER CHILDREM.

| was told about those tempaorary methods of birth control that are available
and could be provided to me which will allow me to bear or father a child in the
future. | have rejected these alternatives and chosen to be sterilized.

| understand that |will be sterlized by an operation known as a

Name of the Procedure
{Mame of procedure)
The discomforts, risks and benefits associated with the operation have been
explainad to mea. All of my gquestions have been answeraed to my satisfaction.

| undersiand that the operation will not be done until at least thirty days after
I sign this form. | understand that | can change my mind at any time and that my
decision at any time not to be stenlized will not result in the withholding of any
henefits or medical services provided by federally funded programs.

I am at least 21 years of age and was bormn on Month ! Day / Year

Mo Day Yr

First Mo
hergby consent of my own free will to bhe sterlized by

Name of Physician/ Clinic by a

{Daciors namel

Name of the Procedure

{Mame of procegure)

My consent expires 180 days from the date of my signature below.

method called

| also consent to the release of this form and other medical records about the
operation to:

. Representatives of the Department of Health and Human Services.,

. Employees of pregrams or projects funded by that Department but
only for determining if Federal laws were observed.

I have received a copy of this form.

Client’s Signature

Signature of individual fo be sferiized Mo Day ¥r



Presenter
Presentation Notes
If a client signs with an "X," a symbol, or a character, this can be done only with a witness being present.  The witness has to countersign.   The signature must be consistent with the client’s name used throughout the consent form, signed exactly the way it is on the claim form and on the client’s HAP card.  For example, if it is Mary Smith on the HAP card, she should sign Mary Smith on the form, not Mary Kay Smith.  Make sure the signature does not go into the margin, but stays on the line.  This error can result in your claim being denied. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Statement of the Client

B CONSENT TO STERILIZATION =

| have asked for and received information about sterilization from

Name of Physician/ Clinic  When | first asked for
fdocior or cifnic)
the information, | was told that the decision to be sterilized is completely up to me.
I was told that | could decide not to be sterilized. If | decide not to be sterilized, my
decision will not affect my right to future care or treatment. | will not lose any help
or benefits from programs receiving Federal funds, such as AF.D.C. or Medicaid
that | am now getling or for which | may become eligible.

| UNDERSTAND THAT THE STERILIZATION MUST BE CONSIDERED
PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED THAT | DO NOT
WANT TO BECOME PREGNANT, BEAR CHILDREN OR FATHER CHILDREN.

| was told about those temporary methods of birth control that are available
and could be provided to me which will allow me to bear or father a child in the
future. | have rejected these alternatives and chosen to be sterilized.

| understand that Iwill be sterilized by an operation known as a
Name of the Procedure
{Name of pracedure]

The discomforts, risks and henefits associated with the operation have been
explained to me. All of my guestions have been answered to my satisfaction.

| understand that the operation will not be done until at least thirty days after
| sign this form. | understand that | can change my mind at any time and that my
decision at any time not to be sterilized will not result in the withholding of any
henefits or medical services provided by federally fundad programs.

Month ,Day , Year

| am at least 21 years of age and was born on

Mo Day Yr

First LU
hereby consent of my own free will to be steriized by

Name of Physician/Clinic by a

[C5Eiar s neme]

method calledName of the Procedure

{Name of procedure)

My consent expires 180 days from the date of my signature below.

| also consent to the release of this form and other medical records about the
operation to:

. Representatives of the Department of Health and Human Services.,

. Employees of programs or projects funded by that Department but
only for determining if Federal laws were observed.

| have received a copy of this form.

Clien tSSg a.IlLe—Dafe—D—G—/—D-S—f—ll

Signature of individual fo be sferlized

Date of Signature

Client’s signature must be dated.

The 30 day waiting period is
calculated from this date.

Make sure the date stays on the
line and does not go into the
margin.
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Presentation Notes
The client’s signature must be dated.  The 30-day waiting period is calculated from this date.  Make sure the date stays on the line and does not go into the margin. 


FamﬂACT Section 2

Planning ® Access ® Care ¢ Treatmer

- Statement of the Interpreter

= INTERPRETER'S STATEMENT »

If an interpreter is provided to assist the individual to be sterilized: | have
Language Used transiated the information and advice presentsd orally 10 the individual to be sterilized
by tha parson obiaining this consent. | have also read him/her the consant form in

Write what language was qmyngﬁﬂ%&m“m“Wmﬁmm”

used if help is given in a e explanaten

language other than English T e Date

or Spanish. |
PM 330 (497)

33


Presenter
Presentation Notes
Now we will discuss Section 2, which is the interpreter's statement.  Write what language was used if assistance was given in a language other than English or Spanish. 


Planning ® Access ¢ Care ¢ Treatment

e Statement of the Interpreter

Interpreter’s
Signature

A person providing
language assistance
in obtaining consent
must sign here.

Make sure the
signature stays on
the line and does
not go into margin.

e —

w INTERPRETER'S STATEMENT »

If an interpreter is provided to assist the individual to be sterilized: | have
transiatad the information and advice presentad orally to the individual to be sterlized
by the person obiaining this consent. | have also raad him/Mher the consant form in

Language Used w —
its contants to imher. To the best of my knowledge and belief he/she understood

Interpreter’s Signature  pae: g

Signature of Inlerprater Mo Cay ¥r

PM 330 (47897}
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Presentation Notes
The person providing language assistance in obtaining consent must sign here.  Make sure the signature stays on the line and does not go into the margin. 


Planning ® Access ¢ Care ¢ Treatment

——— Statement of the Interpreter

e —

w INTERPRETER'S STATEMENT »

If an interpreter is provided to assist the individual to be sterilized: | have
wumni:nmu;ﬂm T have o e P he Coneertfon 1 The date the interpreter

Language Used tanguage and explained assisted in the consent
ﬁmﬁ?m. To the best of my knowledge and belief he/she undersiood

Date of Signature

this explanation. process must be written
Interpreter’s Signature 06 ,05 ,11 - down here.

Santure of Inemreter o oo Make sure the date does

PM 330 (4/57) not go into the margin.


Presenter
Presentation Notes
The date the interpreter assisted in the consent process must be written here.  Make sure the date does not go into the margin. 


)

Before signing the statement, the
INnterpreter must:

 Translate/interpret the information given
verbally by the counselor to obtain
consent

1 Read the consent form to the client in the
language that the client understands

1 Ask the client if he or she understood the
process of informed consent and clarify
any concerns that the client may have
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Presentation Notes
Before signing this document, the interpreter must: 
Translate or interpret the information given verbally by the counselor to obtain consent. 
The interpreter must read the consent form to the client in the language the client understands and ask the client if he or she understood the process of informed consent.  The interpreter should also interpret any concerns the client may have and interpret the counselor’s clarifications of the client’s concerns. 


Section 3

Planning ® Access ¢ Care ¢ Treatment

— = Statement of the Counselor

H STATEMENT OF PERSON OBTAINI CONSENT ® . )
Client’s Name

Before J oe S m | t h
consent form, | exulainlg;rmE ﬂtfcrrﬂmﬁim; Hm:[amaature of the sterilization Must be consistent throu g hout
operation _the fact that it the consent form.

{Hame of proceaune)
is intended to be a final and irreversible procedure and the discomforts, risks, and

benefits associated with it Verify line numbers 4, 7, 12,
| counseled the individual to be sterilized that alternative methods of hirth d
control are available which are temporary. | explained that sterilization is different an 18

hecause it is permansnt.

| informed the individual to be sterilized that his/her consent can be withdrawn
at anytime and that hefshe will not lose any health senvices or any benefits provided
Iy Federal funds.

To the best of my knowledge and belief the individual to be sterilized is at
least 21 years old and appears mentally competent. He!She knowingly and
voluntarily requested to be sterilized and appears to understand the nature and
consequences of the procedure.

Date: / !
Signature of person aobiaining conzsent Mo Day ¥r
Name of Facilify where pafienf waz counseled
Address of Facilify where pafient was coungeled City Stafe Zip Code
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Presentation Notes
Now we will discuss the third section of the PM 330:  The Statement of the Counselor.  This will be completed by the person who obtained consent, usually a trained sterilization counselor or the physician who will perform the procedure.  The first line that needs to be filled out is the name of the client who is seeking sterilization.  This name is written first name first and last name last.  The name used must be consistent throughout the form.  For example, it cannot be written Joe Smith here and Joseph Smith on another part of the form.  It should be the same name used on the client's HAP card.  Verify that all sections of the consent form and the claim form consistently use the same name. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

B STATEMENT OF PERSON OQBTAINING CONSENT =
Before Name of the Client signed the

(Name of Ingdvidual fo be sterlized)

T Statement of the Counselor

consent form, | explained to him'er the nature jlizati
e Vaseiomy w Name of the Procedure
peration _the fact that it

{Name of proceaura)
is intended to be a final and irreversible procedure and the discomforts, risks, and
henefits associated with it.

| counseled the individual to be sterilized that alternative methods of hirth
control are available which are temporary. | explained that sterilization is different
hecause it is permansnt.

| informed the individual to be sterilized that his/her consent can be withdrawn
at anytime and that hefshe will not lose any health senvices or any benefits provided
Iy Federal funds.

To the best of my knowledge and belief the individual to be sterilized is at
least 21 years old and appears mentally competent. He!She knowingly and
voluntarily requested to be sterilized and appears to understand the nature and
consequences of the procedure.

Date: / !
Signature of person aobiaining conzsent Mo Day ¥r
Name of Facilify where pafienf waz counseled
Address of Facilify where pafient was coungeled City Stafe Zip Code

Enter the full name of the
procedure.

Example: Vasectomy (Men); Tubal
Ligation (Women)

If being filled out in Spanish, the
name of the procedure may be
written in Spanish.

The name of the procedure needs
to be consistent throughout the
form (line numbers 2, 6, 13 and
20) as well as on the claim form.

This line may be pre-stamped or
typed.
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Presentation Notes
Again, enter the full name of the procedure here.  The name of the procedure should be consistent throughout the form, for lines 2, 6, 13 and 20.  This line may be pre-stamped or typed. 


Emi@er Statement of the Counselor

Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

B STATEMENT OF PERSON OBTAINING CONSENT =

Before Client’s Name signed the

(Name of Indlviaual to be sterlized)
consent form, | explained to himMer the nature of the sterilization
operation Name of the Procedure _the fact that it

{Mame of procedune)

is intended to be a final and irreversible procedure and the discomiorts, risks, and
henefits associated with it.

| counseled the individual to be sterilized that alternative methods of birth
control are available which are temporary. | explained that sterilization is different
hecauses it is parmansnt.

| informed the individual to be sterilized that hisfher consent can be withdrawn
at anytime and that hafshe will not lose any health services or any henefits provided
lvy Federal funds.

To the hest of my knowledge and belief the individual o be sterilized is at

Cou nse|0r’ S least 21 years old and appears mentally competent.  HefShe knowingly and

violuntarily requested to be sterlized and appears to understand the nature and

Signature consequences of Ih,e procedure.
J ‘ Counselor’s Signature nore. .

Signafure of peraon obfaining consent Mo Day ¥

This is the signature of

Name of Facilty whers pafient wasz counseled

the person obtaining the

conse nt . Address of Facilify where pafienf waz counsaled City Stafe Zip Code

This may be a physician
or his / her designee.
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Presentation Notes
The counselor should sign on this line.  This person signing may be the physician or a trained staff member.  Make sure the signature stays on the line and does not go into the margin. 


Emi@er Statement of the Counselor

Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

B STATEMENT OF PERSON OBTAINING CONSENT =

Bafore Name of the Client signed the

(Name of Inolh\Jual fo be steniized)
consent form, | explained to himMer the nature of the sterilization
operation Name of the Procedure the fact that it

(Wame of procedure)
is intended to be a final and irreversible procedure and the discomforts, risks, and
henefits associated with it.
| counseled the individual to be sterlized that alternative methods of hirth
contral are available which are temporary. | explained that sterilization is different
hecause it is permansant.
| informed the individual to be sterilized that hisfher consent can be withdrawn

at anytime and that hefshe will not lose any health senvices or any benefits provided
Iy Federal funds. Date Of
To the best of my knowledge and belief the individual to be sterilized is at ;
least 21 years old and appears mentally competent. He!She knowingly and Slgnature

voluntarily requested to be sterlized and appears to understand the nature and

consequences of the procadure. The person obtaining
Counselor’s Signature Date- 06; 05 J 11- consent must write

Signafure of person obfaining consenf Mo Cray ¥r down the date he or

she talked with the
client.

MName of Facility whers pafient waz counaeied

Address of Facilify where pafienf waz counseied Cily Siate Zip Code

Make sure the date
does not go into the
margin of the form.
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Presentation Notes
The person obtaining the consent must write down the date he or she talked with the client.  Make sure the date does not go into the margin of the form. 


Emi@er Statement of the Counselor

Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

B STATEMENT OF PERSON OBTAINING CONSENT =
Name of the Client

Before signed the

(Name of inghvidual to be stenfized)
consent form, | explained fo  himfer the nature of the sterilization
operation Name of the Procedure _the fact that it

[Name of procedura)
is intended to be a final and irreversible procedure and the discomforts, risks, and
benefits associated with it.
| counseled the individual to be sterilized that alternative methods of hirth
control are available which are temporary. | explained that sterilization is different
because it is permanent.
| informed the individual to be sterilized that hisfher consent can be withdrawn
o at anytime and that hefshe will not lose any health senices or any benefits provided
Name of FaC|||ty by Federal funds. _ o o
To the hest of my knowledge and belief the individual to he sterilized is at
least 21 years old and appears mentally competent. HefShe knowingly and

er_t_e down the name of the voluntarily requested to be sterlized and appears to understand the nature and
facility where you counseled consequences of the procedure.
the client. Counselor’s Signature Date: Month, Day Year
E | W d F | Signafure of peraon abfaining conzent Mo Cray ¥r
xampie: Wesiside .am'yd Westside Family Health Clinic
Health Clinic

Name of Facility where pafienf was counseled

May be pre-stamped or typed.

Address of Facilify where pafisnf waz counseled City State Zip Code

Make sure the name does not
go into the margin of the form.
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Presentation Notes
Write here the name of the facility where the client was counseled.  This line may be pre-stamped or typed.  Make sure the writing stays within the line.  As before, if the facility is a group practice, list all the names of the physicians in the group or use the phrase "and/or associates."  If the facility where the client was counseled is a clinic, simply write the name of the clinic. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

® STATEMENT OF PERSON OBTAINING CONSENT =

Before Name of the Client signed the

(Mame of indtvidual to be seniized)
consent form, | explained to himfher the nature of the sterilization
operation Name of the Procedure the fact that it

(Name of procedura)
is intended to be a final and irreversible procedure and the discomforts, risks, and
henefits associated with it.

| counseled the individual to be stenlized that aliernative methods of hirth
control are available which are temporary. | explained that sterilization is different
hecause it is permanant.

| informed the individual to be sterilized that hisfher consent can he withdrawn
at anytime and that ha'she will not lose any health senices or any benefits provided
by Federal funds.

To the best of my knowledge and belief the individual to be sterilized is at
least 21 years old and appears mentally competent. He/She knowingly and
voluntarily requested to be stenlized and appears to understand the nature and
consequences of the procedure.

Counselor’s Signature Date: Month 7 Day ; Year

Signafure of perzon abfaining conzent Mo Cay ¥r

Name of the Facility

Mame of Facilify where pafienf waz coungsied

1234 Main Street, Anytown, CA 95000

Addregs of Facility where pafient waz counsaied City State Zip Code

g Statement of the Counselor

Address of the
Facility

Write down the complete
mailing address of the facility
where the client was
counseled.

Make sure to include the
street address, city, state
and zip code.

It may be pre-stamped or
typed.

<mmmm \ake sure the address

(including the zip code) stays
on the line and does not go

into the margin of the form.
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Presentation Notes
Write down the complete mailing address of the facility where the client was counseled.  Make sure to include the street address, city, state, and zip code.  It may be pre-stamped or typed.  Make sure the address, including the zip code, stays on the line and does not go into the margin of the form. 


Before signing this section, the
counselor must:

O Explain the sterilization procedure to be
performed

d Inform the client that the procedure is
final and irreversible

O Explain the discomforts, risks and
benefits associated with it

4 Inform the client about temporary
methods of birth control
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Presentation Notes
Before the counselor signs this section of PM 330, the counselor must:
Explain the sterilization procedure to be performed. 
The counselor must inform the client that the procedure is permanent and irreversible. 
The counselor needs to explain the discomforts, risks and benefits associated with the procedure and tell 
the client about other temporary birth control methods available to him or her. 


The counselor must also:

d Inform the client that he/she can
withdraw consent at any time without
losing any benefits in health services or
other benefits provided by Federal funds

d Confirm the client is at least 21 years of
age and mentally competent

O Ensure that the client is asking for
sterilization of his or her own free will
and understands the nature and
consequences of the procedure
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Presentation Notes
	In addition, the counselor must make sure that the client knows that he or she can withdraw consent at any time and that he or she will not lose any benefits in health services or other benefits provided by federal funds.  The counselor must also verify that the client is at least 21 years old and is mentally competent.  The counselor must ensure that the client is asking for sterilization of his or her own free will and that the client understands the nature and consequences of the procedure. 


Section 4

mmewemeen Py SiClan’s Statement

OFFICE OF FAMILY PLANNING

CALIFORNIA DEPARTMENT OF Pl ] PHYSIC'AN ’S STATEM ENT ]

Shortly before | performed a sterilization operation upon

:'Nﬂl'l"Eﬁfl".d'l‘."l'l'.‘ha'l‘cl.':IEsl‘en‘.‘.i!},'/Iary Jones _ Name Of Client

— 44 parorsewzanon), | explained to himfher the nature of the
Mo Day W

Must be consistent
(e o pocecue " throughout the form.

the fact that it is intended to be final and irreversible procedure and the discomforts,
risks and benefits associated with it.

| counseled the individual to be sterilized that alternative methods of birth
control are available which are temporary. | explained that sterilization is different
hecause it is permansnt.

| informed the individual to be sterilized that hisfher consent can be withdrawn
at any time and that hefshe will not lose any health services or benefits provided by
Federal funds.

To the best of my knowledge and belief the individual to be sterilized is at
least 21 years old and appears mentally competent. HefShe knowingly and
voluntarily requested to be sterilized and appeared to understand the nature and
consequencas of the procedure.

sterilization operation

{Instructions for use of Alternative Final Paragraphs: Use the first
paragraph below except in the case of premature delivery or emergency abdominal
surgery when the sterilization is performed less than 20 days after the daie of the
individual's signature on the consent form. In those cases, the second paragraph

helow must be used. Cross out the paragraph below which is not used.

(1) At least thirty days have passed between the date of the individual's
signature on this consent form and the date the sterilization was performed.

(2) This stenlization was performed less than 30 days but more than 72
hours after the date of the individual's signaturs on this consent form because of the
following circumstances (check applicable box below and fill in information
requested }

A I:] Premature delivery date: 4/ Individual's expected date
Mo Day ¥r
of delivery: I i (Must be 30 days from date of patient’s signature).
Mo Day ¥r

B D Emergency abhdominal surgery; describe circumstances:

Date: L £
Signafure of Physician performing surgerny Mo Day ¥
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Presentation Notes
Now we will look at how to fill out the Physician's Statement section of the PM 330.  Again, we start with the consistent use of the client's name. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Date of
Procedure

Must match the date of
the procedure on the
claim form.

Make sure the date
does not go into the

margin of the form.

Physician’s Statement

B PHYSICIAN'S STATEMENT =

Shartly before | performed a sterilization operation upon
Name of the Client
(Name of individual to be stamized)

07 24,11 (Date of stenvzavon), | explained to himfer the nature of the
Mo Day W

on

sterilization operation

(Wame of procedure]
the fact that it is infended to be final and irraversihle procedure and the discomforts,
risks and hensfits associated with it.

| counseled the individual fo be sterilized that altzrnative methods of birth
control are available which are temporary. | explained that sterilization is differant
hecause it is permanent.

| informed the individual to be sterilized that his/her consent can be withdrawn
at any time and that hefshe will not lose any health services or benefits provided by
Federal funds.

To the best of my knowledge and belief the individual to he sterilized 1= at
least 21 years old and appears mentally competent. He!She knowingly and
voluntarily requested to be sterilized and appeared to understand the nature and
consequences of the procedure.

(Instructions for use of Alternative Final Paragraphs: Use the first
paragraph helow except in the case of premature delivery or emergency abdominal
surgery when the sterilization is performed less than 30 days after the date of the
individual's signature on the consent form. In those cases, the second paragraph
below must be used. Cross out the paragraph below which is not used.

(1) Af least thity days have passed hetween the date of the individual's
signature on this consent form and the date the sterilization was performed.

(2) This sterilization was performed less than 30 days but more than 72
hours after the date of the individual's signature on this consent form because of the
following circumsiances (check applicable box below and fill in information
requested.)

A I:] Premature delivery date: ____/ _/  Individual's expected date
Mo Day ¥r

of delivery: £ Fi (Must be 30 days from date of patient’s signature).
Mo  Day ¥r

B |:| Emergency abdominal surgery; descrihe circumstances:

Date: i /

Signafure of Phyeician performing surgerny Mo Cray ¥r
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Presentation Notes
The date of the procedure must be filled out.  It must match the date of the procedure on the claim form.  Make sure the date does not go into the margin of the form. The date of procedure must be at least 30 days, but no more than 180 days, from the date of client’s signed informed consent.



Famil@PACT Physician’s Statement

Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING u PHYSICIAN ,s STATEM E NT n

CALIFORNIA DEPARTMENT OF PUBLIC HEA

Shortly before | performed a sterilization operation upon
Name of the Client on

(Name of ingividual to be sterlized)

w iDate of sterwzaron), | explained to him/er the nature of the

- Tubal Ligati
sterilization operation u a I g atl O n h
{Hame af grocsaune)
the fact that it 1s intended to be final and irreversible procedure and the discomforts,
risks and benefits associated with it.

| counseled the individual to be sterilized that alternative methods of birth
control are available which are temporary. | explained that sterilization is different
because it is permansnt.

| informed the individual to be sterilized that hisfher consent can be withdrawn
at any time and that heishe will not lose any health services or benefits provided by
Federal funds.

To the best of my knowledge and belief the individual o be sterilized 5 at
least 21 years old and appears mentally competent. He/She knowingly and
voluntarily requested to be sterilized and appeared to understand the nature and
consequences of the procedure.

{Instructions for use of Alternative Final Paragraphs: Use the first
paragraph below except in the case of premature delivery or emergency abdominal
surgery when the stenilization is performed less than 30 days after the daie of the
individual's signature on the consent form. In those cases, the second paragraph
below must be used. Cross out the paragraph below which is not used.

(1} Al least thirty days have passed hetween the date of the individual's
signature on this consent form and the date the stenlization was performed.

(2} This sterilization was performed less than 30 days but more than 72
hours after the date of the individual's signature on this consent form because of the
following circumstances (check applicable box below and fill in information
requested.)

A D Fremature deliverydate: /7 Individual's expected date
Mo  Day ¥Yr

of delivery: i i (Must be 30 days from date of patient’s signature).
Mo  Day ¥r

B D Emergency abdominal surgery; describe circumstances:

Date: i /

Signature of Physician performing surgery Mo Day ¥

Name of the Procedure:

Enter the full name of the procedure.

Example: Vasectomy (Men); Tubal Ligation
(women)

If being filled out in Spanish, the
name of the procedure may be
written in Spanish.

The name of the procedure needs to
be consistent throughout the form
(line numbers 2, 6,13 and 20) as well
as on the claim form.

This line may be pre-stamped or
typed.
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Presentation Notes
Again, the name of the procedure goes here. If being filled out in Spanish, the name of the procedure may be written in Spanish.
The name of the procedure needs to be consistent throughout the form (numbers 2, 6,13 and 20) as well as on the claim form.
It may be pre-stamped or typed. 


A1 Physiclan’s Statement

Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING

oo [T thE MINIMumM walting period (30 days) is met

B PHYSICIAN'S STATEMENT =

Shortly before | performed a sterilization operation upon
Name of the Client

{Name of indivicdual fo be sterlzed)

M ipate of sterwization), | explained to himfer the nature of the

Mo Day v
Name of the Procedure

{Name af procedurs)
the fact that it is intended to be final and irraversible procedure and the discomforts,
risks and benefits associated with it.

| counseled the individual to be sterilized that alternative methods of birth
control are availahle which are temporary. | explained that sterilization is different
hecause it is permanent.

| informed the individual to be sterilized that his/her consent can be withdrawn
at any time and that he/she will not lose any health services or benefits provided by
Federal funds.

To the hest of my knowladge and helief the individual to be sterilized is at
least 21 years old and appears mentally competeni. He/She knowingly and
voluntarily requested to be sterilized and appeared to understand the nature and
consequencas of the procedure.

on

sterilization operation

(Instructions for use of Alternative Final Paragraphs: Use the first
paragraph below except in the case of premaiure delivery or emergency abdominal
surgery when the sterilization is performed less than 30 days after the date of the
individual's signafure on the consent form. In those cases, the second paragraph

below must be used. Cross out the paragraph below which is not used.

(1) Al least thirty days have passed hetween the date of the individual's
signature on this consent form and the date the sterilization was performed.

{2) This sterilizatio om an 30 days but more than 72 CrO SS Off th 1S
hours after the date of the individ on this consent form because of the
following circumsiances (clil pplicable below and fill in information

requasted) paragraph.

A D Premature delivery date: /7 Individual's expected date
Ma Day ¥r
of delivery: ! i (Must be 30 days from date of patient’s signaturz).
Mo Day Yr

B D Emergency ahdominal surgery; describe circumstances:

Date:
Signature of Physician performing surgery Mz Day  ¥r 4 8



Presenter
Presentation Notes
If the minimum waiting period of 30 days was met, cross off the second paragraph. 


Physician’s Statement

When the 30 days waliting period is not
met due to:

d Premature Delivery

d Emergency Abdominal Surgery
Cross out Statement 1

Go to Statement 2

Then, check box A or B
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Presentation Notes
If the thirty-day waiting period is not met due to premature delivery or emergency abdominal surgery, you should cross out Statement 1.  Go to Statement 2 and check box A or B. 


RACT Minimum Waiting Period NOT Met
Due To Premature Delivery

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

B PHYSICIAN'S STATEMENT =

Shortly before | performed a sterilization _operation upon
Name of the Client

(Name of indivicdual to be sterlized)

Mon, Day, Year ,...seszsmn, | explained fo himher the nature of the
Mo Cray ¥r

on

Name of the Procedure

sterilization operation

{Name of procedurs) '
the fact that it is intended to be final and ireversible procedure and the discomforts,
risks and benefits associated with it.

| counseled the individual to be sterilized that aliernative methods of birth
control are availahle which are temporary. | explained that sterilization is different
hecause it is permanent.

| informed the individual to be sterilized that his/her consent can be withdrawn
at any time and that he/she will not lose any health services or benefits provided by
Federal funds.

To the hest of my knowledge and helief the individual io be sterilized is at
least 21 years old and appears mentally competent. He/She knowingly and
voluntarily requested to be sterilized and appeared to understand the nature and
consequences of the procedure.

(Instructions for use of Alternative Final Paragraphs: Use the first
paragraph below except in the case of premature delivery or emergency abdominal
surgery when the sterilization is performed less than 30 days after the date of the
individual's signature on the consent form. In those cases, the second paragraph
below must be used. Cross out the paragraph below which is not used.

Cross off this
(1) At least thirty da d betwezen the date of the individual’s-
signature on this consent fi sterilization was performed.
;amﬁe paragraph.

(2) This sterilization was performed less than 30 days but more than 72
hours after the date of the individual's signature on this consent form because of the
following circumsiances (check applicable box below and fill in information
requested.)

A I:] Premature delivery date: &/ Individual's expected date
Mo Day ¥r
of delivery: / / (Must be 30 days from date of patient’s signature).
Mo Day ¥r

B D Emergency abdominal surgery; describe circumstances:

Date:
Signafure of Physician performing surgery Mo Diay ¥r
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Presenter
Presentation Notes
If the minimum waiting period is not met due to premature delivery, cross off the first paragraph indicated by the numeral 1. 


RACT Minimum Waiting Period NOT Met
Due To Premature Delivery

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

B PHYSICIAN'S STATEMENT =

Shortly before | performed a sterilization _operation upon
Name of the Client

(Name of indivicdual to be sterlized)

Mon, Day, Year ,...semzamn, | explained to himher the nature of the
Mo Cray ¥r

steriization operation __IName of Procedure _
{Name of procedurs)

the fact that it is intended to be final and ireversible procedure and the discomforts,

risks and benefits associated with it.

| counseled the individual to be sterilized that aliernative methods of birth
control are availahle which are temporary. | explained that sterilization is different
hecause it is permanent.

| informed the individual to be sterilized that his/her consent can be withdrawn
at any time and that he/she will not lose any health services or benefits provided by
Federal funds.

To the hest of my knowledge and helief the individual io be sterilized is at
least 21 years old and appears mentally competent. He/She knowingly and
voluntarily requested to be sterilized and appeared to understand the nature and
consequences of the procedure.

on

(Instructions for use of Alternative Final Paragraphs: Use the first
paragraph below except in the case of premature delivery or emergency abdominal
surgery when the sterilization is performed less than 30 days after the date of the
individual's signature on the consent form. In those cases, the second paragraph
below must be used. Cross out the paragraph below which is not used.

(1) At least thirty days hal etween the date of the individual's
signature on this consent form a a rilization was performed.

(2) This sterilization was performed less than 30 days but more than 72
‘ h e C k b O X hours after the date of the individual's signature on this consent form because of the
following circumsiances (check applicable box below and fill in information

1] A b} ]

requested )
Check here if

‘ A E Premature delivery date: &/ Individual's expected date
Mo Day ¥r
It IS premature

of delivery: / / (Must be 30 days from date of patient’s signature).
Mo Day ¥r
d | B D Emergency abdominal surgery; describe circumstances:
elivery.

Date:
Signafure of Physician performing surgery Mo Diay ¥r



Presenter
Presentation Notes
Check box A if there was a premature delivery of her baby. 


TWRACT Minimum Waiting Period NOT Met

Planning ® Access ¢ Care ¢ Treatment

Due To Premature Delivery

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

H  PHYSICIAN'S STATEMENT =

Shortly before | performed a sterilization operation upon
Name of the Client

{Name of naivicual fo be sterlzed)

M iDate of steriization), | explained to him/her the nature of the

Mo Day Wr

on

Name of the Procedure

{Name af procedure)
the fact that it is intended to be final and irreversilile procedure and the discomforts,
risks and benefits associated with it.

| counseled the individual to be stenlized that altemnative methods of birth
control are available which are temporary. | explained that sterilization is different
hecause it is permanent.

| informed the individual to be sterilized that his/her consent can be withdrawn
at any time and that he/she will not lose any health services or benefits provided by
Federal funds.

To the best of my knowladge and helief the individual o be sterilized is at
least 21 years old and appears mentally competent.  He/She knowingly and
voluntarily requested to be sterilized and appeared to understand the nature and
consequences of the procedure.

sterilization operation

(Instructions for use of Alternative Final Paragraphs: Use the first
paragraph below except in the case of premature delivery or emergency abdominal
surgery when the sterilization is performed less than 30 days after the date of the
individual's signature on the consent form. In those cases, the second paragraph
below must be used. Cross out the paragraph below which is not used.

1) At least thirty d h the date of the individual
signatuiebon m?sagonsl}ns; fuﬁ%sanm;gtioﬁ w:sepgrfornielg. e D a.t e Of P r e m at U re

(2) This sterilization was performed less than 30 days but more than 72 B 1 th
hours after the date of the individual's signature on this consent form because of the I r

following circumstances (check applicable box below and fill in information
requested.)

h Fill in the actual date of
A Z] Fremature delivery date: Mndiviﬂual's expe date

v 0w " the premature birth.

of delivery: / I (Must be 30 days from date of patient’s signature).
Mo Day Yr

It must be at least 72
B D Emergency abdominal surgery; describe circumstances, ————— hours from the date Of
consent.

Date:
Signafure of Physician performing surgery Mo Day ¥r



Presenter
Presentation Notes
Fill in the actual date of the premature birth.  It must be at least 72 hours from the date of the signed informed consent. 


TWRACT Minimum Waiting Period NOT Met

Planning ® Access ¢ Care ¢ Treatment

Due To Premature Delivery

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

B PHYSICIAN'S STATEMENT =

Shortly before | performed a sterilization ogeration upan
Name of the Client

iName of manioual 1o be stenze)
Mon Date Year
(R A S——

on

pame of sewzanon), | explained o himmer the nature of the
Mo Day Wr

Name of the Procedure

{Name of procedure)
the fact that it is intended to be final and irreversilile procedure and the discomforts,
risks and benefits associated with it.

| counseled the individual fo be sterilized that alternative methods of hirth
control are available which are temporary. | explained that sterilization is different
because it is permanant.

| informed the individual to be sterilized that his/her consent can be withdrawn
at any time and that he/she will not lose any health services or benefits provided by
Federal funds.

To the hest of my knowledge and helief the individual o be sterilized is at
least 21 years old and appears mentally competent.  He/She knowingly and
voluntarily requested fo be sterilized and appeared to understand the nature and
consequences of the procedure.

sterilization operation

{(Instructions for use of Alternative Final Paragraphs: Use the first
paragraph below except in the case of premature delivery or emergency abdominal
surgery when the sterilization is performed less than 30 days after the date of the
individual's signatura on the consent form. In those cases, the second paragraph
below must be used. Cross out the paragraph below which is not used.

(1) At l=ast thirty d between the date of the individual's

signature on this consent fi the sterilization was performed.
E t d (2) This sterilization was performed less than 30 days but more than 72
X p e C e hours after the date of the individual's signature on this consent form because of the
following circumsiances (check applicable box below and fill in information

Delivery Date rosmaiod )

A @ Premature delivery date: £/ Individual's expected date

Must be at least 30 o Dy W
dayS from the d ate Of of delivery: 0{1 leg v1 1 (Must be 30 days from date of patient’s signature).
CO n Se nt . B D Emergency abdominal surgery; describe circumstances:

Date:

. E i Signafure of Physician performing surgery Mo Day ¥


Presenter
Presentation Notes
Fill in the expected delivery date.  This date must be at least 30 days from the date of the signed informed consent. 


Planning ® Access ¢ Care ¢ Treatment

OFFICE OF FAMILY PLANNING
CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Check box
(13 B.”

Check here if it is
an emergency
abdominal
surgery. It must
be at least 72
hours from the
date of consent.

Make sure your
explanation stays
on the line and
does not go into
the margin of the
form.

PNCT Minimum Waiting Period NOT met
Due to Emergency Surgery

B PHYSICIAN'S STATEMENT =

Shortly before | performed a sterilization opera_nion upon
Name of the Client

(Name of indivicual fo be sterilized)

Mon, Day, Year ,...semzamn, | explained to himher the nature of the
Me B ¥ Name of the Procedure

sterilization operation

on

’

{Name of procedurs)
the fact that it is intended to be final and ireversible procedure and the discomforts,
risks and benefits associated with it.

| counseled the individual to be sterilized that aliernative methods of birth
control are availahle which are temporary. | explained that sterilization is different
hecause it is permanent.

| informed the individual to be sterilized that his/her consent can be withdrawn
at any time and that he/she will not lose any health services or benefits provided by
Federal funds.

To the hest of my knowledge and helief the individual io be sterilized is at
least 21 years old and appears mentally competent. He/She knowingly and
voluntarily requested to be sterilized and appeared to understand the nature and
consequences of the procedure.

(Instructions for use of Alternative Final Paragraphs: Use the first
paragraph below except in the case of premature delivery or emergency abdominal
surgery when the sterilization is performed less than 30 days after the date of the
individual's signature on the consent form. In those cases, the second paragraph
below must be used. Cross out the paragraph below which is not used.

(1) At least thirty da d betwezen the date of the individual's
signature on this consent fi sterilization was performed.

(2) This sterilization was performed less than 30 days but more than 72
hours after the date of the individual's signature on this consent form because of the

following circumsiances (check applicable box below and fill in information
requested.)

A I:] Premature delivery date: &/ Individual's expected date
Mo Day ¥r

of delivery: / / (Must be 30 days from date of patient’s signature).
Mo Day ¥r

B K Emergency abdominal surgery; describe circumstances:

Enter name of the emergency surgery

Date:

Signafure of Physician performing surgery Mo Diay ¥r
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Presenter
Presentation Notes
If the minimum waiting period was not met due to emergency abdominal surgery, you cross off the first paragraph, and check box B.  As with premature delivery, it must be at least 72 hours from the date of the signed informed consent.  In the line following the check box, enter the name of the emergency surgery and the circumstances.  Make sure your explanation stays on the line and does not go into the margin of the form. 


Famil@AT  Physician’s Statement

Planning ® Access ¢ Care ¢ Treatment
OFFICE OF FAMILY PLANNING u PHYSICIAN ,S STATEM ENT |

CALIFORNIA DEPARTMENT OF PUBLIC HEALTH

Shortly before | performed a sterilization operation upon
Name of the Client

{Name of Imaividual to be srerized)

Mony Day,;Year iuarsmmizaton, | explained to himher the nature of the
Mo Day W

on

Name of Procedure

(Name ar procedire)
the fact that it is intended to be final and irreversible procedure and the discomforts,
risks and benefits associated with it.

| counseled the individual to be sterilized that aliernative methods of birth
control are availahble which are temporary. | explained that sterilization is different
hecause it is permanent.

| informed the individual to be sterilized that his/her consent can be withdrawn
at any time and that he/she will not lose any health services or benefits provided by
Federal funds.

To the best of my knowledge and belief the individual to be sterilized is at
least 21 years old and appears mentally competent.  He/She knowingly and
voluntarily requasted to be sterilized and appearsd to understand the nature and
consequences of the procedure.

sterilization operation

R {Instructions for use of Alternative Final Paragraphs: Use the first
SI n a‘t u r e Of t h e paragraph helow except in the case of premature delivery or emergency abdominal
surgery when the sterilization is performed less than 30 days after the date of the

Physician R e e o e 2" Date of
1) Al least thitty d hi d het the date of the individual
. ot e e e e ot S e el Signature
The phySICIan Who (2} This sterilization was performed less than 30 days but more than 72 Ph -
- hours after the date of the individual's signature on this consent form because of the
Ver|f|ed conse nt and following circumsiances (check aggli%able box below and fill in_information ySICIan mUSt
ted. H
who actually feduested) sign on or after the
A [ premature deliverydate: /7 Individual's expected date date Of the
performed the o
ay  Yr .
Operathn m ust of delivery: — EDa ri - (Must be 30 days from date of patient’s signature). Operatlon .
iy T

Slg n h ere - B D Emergency abdominal surgery; describe circumstances: —————— M ake SU re the

date does not go

o o ) . . .
Make sure mmmmmmlpy _Physician's Signature  oxQ07:2411 = e margin

the signature stays of the form.
on the line.
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Presenter
Presentation Notes
The physician who verified the client's consent and who actually performed the operation must sign on this line.  Make sure the signature stays on the line.  The date of the signature should be written in the last line of the form.  The physician must sign on or after the date of the operation.  Make sure the date of the signed informed consent does not go into the margin of the form. 


Fami WPACT How to Obtain

)

Form PM 330

You can obtain the Sterilization Consent
Forms PM 330 (English on one side, Spanish
on the other) by:

 Downloading forms from the Medi-Cal
website. Go to medi-cal.ca.gov>References>Forms

o Calling the Telephone Service Center (TSC) at
1-800-541-5555.

Providers must supply their NPl number when
ordering the forms.
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Presentation Notes
If you need copies of the Sterilization Consent Form (PM 330), forms can be downloaded (in English and Spanish) from the Forms page of the Medi-Cal website, medi-cal.ca.gov.  Click References, then Forms and then scroll down to Consent Forms.  You can also order the Form PM 330 by calling the Telephone Service Center (TSC) at 1-800-541-5555.  You must supply your NPI number when ordering the forms.  


How to Obtain

CALIFORNIA DEPARTM

)

CCSS .d
OFFICE OF FAMILY PLANNING
Form PM 330

When you call, be prepared to provide
the following information:

Date of request
Name of document:

(Sterilization Consent Form, PM 330)
Registered provider name associated with the NPI
Shipping address (PO Boxes not accepted)
Quantity of forms requested
Contact person and phone number

o7


Presenter
Presentation Notes
When you call, be prepared to provide the following information:
The date you are making the order.
The name of the document you would like to order.
The registered provider name associated with the NPI number.
Your complete shipping address.  This should be a street address, not a PO Box.  
The number of forms you need sent to your agency. 
The name of a contact person and their telephone number. 


Concluding Notes

d Fill out an evaluation form for this
training. Click the link on the webpage,
print, complete and email to:
familypact@cfhc.org
or fax to: 213-368-4428

d Have questions?
Contact Family PACT at:
1-877-FAM-PACT
or fampact@cdph.ca.gov
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Presenter
Presentation Notes
This concludes the “Tutorial on Completing the Sterilization form PM 330.”
  
Upon exiting this module, if you have not already done so, please download and print the Evaluation Form by clicking the link on the webpage.  Email your completed form to familypact@cfhc.org or fax your completed form to 213-368-4428 to receive your certificate of participation.  

If you have any questions, please contact Family PACT at 1-877-FAM-PACT or email us at fampact@cdph.ca.gov.  Thank You!

mailto:familypact@cfhc.org�
mailto:fampact@cdph.ca.gov�
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