
Patient Consent for Hysterosalpingogram and Sonohysterogram

I hereby consent to and authorize Park Avenue Radiologists, PC, its doctors, technicians and medical personnel to perform a

______________________________________________________  _______/_______/_______
Print Type of Study        Date

I have completed the patient questionnaire and all information with regard to my medical history.

The nature and purpose of this procedure has been explained to me and I understand that there will be an insertion of a flexible 
tipped catheter into my body.

The risks of injury, infection, bleeding and other complications, despite precautions, have been explained to me. All questions 
that I may have in reference to this procedure and the associated risks have been explained to my satisfaction.

___________________________________________________   _______/_______/_______
Signature of Patient or Guardian or Person Authorized to Consent For the Patient   Date 

        

If for any reason following this procedure you experience discomfort or other symptoms, please call us or your referring 
physician.

FOR OFFICE USE ONLY

______________________________________________________   _______/_______/_______

Signature of Physician        Date

______________________________________________________   _______/_______/_______

Signature of Technologist        Date

ALBERT V. MESSINA, MD           
ARIE L. LIEBESKIND, MD (Ret.)       
MARC LIEBESKIND, MD  
MORTON A. JAFFE, MD         

        JOHN R. MELNICK, MD
        NEIL GOLDBERG, MD
        PAUL B. ROLEN, MD

TEL:212-888-1000  FAX:212-888-0594
525 Park Ave. at 61st St. New York, N.Y. 10065

w w w . p a r k a v e n u e r a d i o l o g i s t s . c o m
i nformat ion@parkavenueradiologis ts .com


