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Patient Registration, Payment, and Informed Consent Instructions

Dear Client,
Thank you for choosing our practice. We are committed to providing you with attentive and high-quality care.
Prior to your visit, we kindly request that you complete the following registration:
· Full Name:
· Date of Birth:
· Address: 	Street: 
Postal Code:
City
· BSN (Citizen Service Number):
·  General Practitioner's Name and Address: 
· Insurance Policy Number (Optional):
Payment Information
Please ensure payment is transferred no later than one day prior to your procedure. Alternatively, payment in cash may be made at the clinic, as we do not accept debit card payments. 
Kindly transfer the required amount to: NL13 INGB 0007 0662 36, payable to Tran General Practice, Averbodestraat 2, 5921 ES Venlo.
Informed Consent / Checklist
We also require you to complete the informed consent form (checklist) and return it via email. If email is not possible, please print and bring the completed form with you on the day of your appointment.
Prior to sterilization, please answer each item on the checklist below:

The Checklist			
• I have thoroughly considered my decision to undergo sterilization. 			True / False
• I am aware that the procedure is permanent. Reversal surgery has limited success. 	True / False
• I do not wish to have children in the future. 							True / False
• I am over 30 years old. (If younger, please discuss this with the provider.) 			True / False
• My partner consents to this procedure and is not currently pregnant. 			True / False
• I am not currently taking anticoagulants.							True / False
• I understand the procedure will utilize local anesthesia. 					True / False
• I am not allergic to, or unfamiliar with, local anesthetics.					True / False
• I have not undergone previous scrotal surgery. 						True / False
• I have not experienced inflammation of the scrotum previously. 				True / False
• Arrangements have been made for transportation home post-procedure. 			True / False
• I understand that this procedure is not covered by my health insurance. 			True / False
• I acknowledge the potential for complications associated with any surgical procedure.	True / False
• I am informed of the risks including recanalization (0.03-1.2%), persistent pain (2%),
        hematoma (4-10%), wound infection (up to 3.2%), and viable sperm count (0.2-3%).	True / False
• I am aware that semen analysis should be performed after three months 
and following at least 30 ejaculations. 						True / False
• I understand additional contraception (pill/condom/IUD, etc.) is necessary 
until sperm test results confirm sterility.						True / False
• I recognize that payment must be received prior to the procedure, 
or alternatively, in cash upon arrival.							True / False

Finally, consistent with Dutch privacy regulations, please provide consent for entry of your information into our secure patient records system.
Name: ……………………………… 		Date of Birth: …………. 		Date: ……………..

Signature: ………………………… 		
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