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. NUCLEAR MEDICINE CENTER
' 10425 W. NORTH AVE.
MILWAUKEE, WI 53226

CONSENT TO RADIONUCLIDE THYROID THERAPY

PATIENT DATE
TIME
1. I hereby authorize Dr. and/or such assistants as may

be selected by him, to perform radionuciide thyroid ablation therapy to treat the condi-
;10n of hyperthyroidism which appears indicated by the diagnostic studies already per-
ormed.

{Explain the nature of the condition and the need to treat such condition)

2. The therapy necessary to treat my condition of hyperthyroidism and the alternative
methods of treatment have been explained to me in laymen's language by Dr.

and | understand the nature of the therapy to be:

(A description of the procedure(s) in the language of laymen)

3. I have been made aware of certain risks and consequences that are associated with
the therapy described in paragraph 2, such as developing a hypothyroid condition.

4. 1 am aware thal the practice of medicine is not an exact science and | acknowledge
that no guarantees have been made to me concerning the results of the radionuclide
thyroid ablation therapy for the treatment of hyperthyroidism.

5. 1 hereby autherize Dr. and/or such assistants as
may be selected by him, to administer to the above-named patient Na'31] for the treat-
ment of hyperthyroidism.

I acknowledge that I have read the above and foregoing and fully understand it.

(Witness) Signature of Patient

Patient is unable to sign decause of

(Witness ) {Closest Relative or Legal GLuardian)

I have explained the matters indicated above relating to the Nal31I thyroid ablation
therapy for the treatment of hyperthyroidism and the risks, consequences and alterna-
tives. The patient and/or the relative indicated zppeared to understand and consented
to the radionuclide thyroid ablation therapy.

Physician




AUTHORIZATION FORM TO ORDER

Nal3ly FOR THE TREATMENT OF HYPERTHYROIDISM

I authorize the ordering of millicuries of Nal3lr to
be utilized in the trsatment of the hyperthyroid condition of

——

Dr.
Dose Calibrator Reading X =
correction tech.
factor initials
Activity Authorized s ’
+10% ~10%

Is the corrected dose calibrator reading within #+ 10% of the
authorized activity level (yes/no). :

IF NO, CONTACT THE AUTHORIZING PHYSICIAN. An administration
not=within + 10% of the authorized activity will result in a

misadministration.

Patient's Name s
Amount administered millicuries. 1
Date Administered ) Time .

Administered by Dr. . .

Supervised by Dr. .




