
CONSENT FOR VASECTOMY REVERSAL

I ___________________________________ hereby give my consent to Emanuel Friedman, M.D., and 
such assistants as he may designate to perform a bilateral vasovasostomy (sewing cut or clipped ends of 
the vas deferens together).  I understand that the procedure will involve a reconnection of the vas deferens 
under local anesthesia injected into the scrotum and its contents.  I also understand that sometimes, due to 
a long period of obstruction (after a vasectomy) or if the vasectomy has been performed close to the 
testicle, a vasoepididymostomy (connection of the vas deferens with the epididymal tubule) is required to 
reverse a vasectomy.  I understand that this procedure may take longer to perform.  When a vasectomy 
reversal is performed, an incision is made on both sides of the scrotum and a Zeiss surgical microscope is 
used to aid in anastomosis of the vas deferens.  I further consent to the performance of operations, 
procedures, and treatment in addition to or different from the named above if, during the course of the 
operation, Dr. Friedman considers such addition or change necessary, appropriate, or advisable.  

I have conferred with Dr. Friedman about the nature, extent, and purpose of the operation and I appreciate 
that there are certain risks associated with this procedure.  The possibility of complications relative to the 
proposed treatment and available, feasible alternatives have been fully explained to me.  I understand that 
there is no certainty that I will achieve the benefits of this procedure and I acknowledge that no guarantee 
has been made to me regarding this procedure to produce a pregnancy or sperm in the semen.  I understand 
that this procedure may fail despite a successful operation.  Failure may result due to scarring of the 
repaired site, impaired sperm mobility from your own anti-sperm antibodies, or obstruction of the smaller 
epididymal tubes that lead to the vas deferens.  Success rates are variable and highly depend on the time 
since vasectomy.  I further understand that postoperative pain in the scrotum and testicles, infection, 
bleeding, or bruising are all risks associated with this procedure.

I understand that there is a possibility that due to technical reasons encountered at the time of the surgery, 
such as unusually large vassal segments removed at the time of vasectomy or very high vasectomy site 
above the level of the scrotum, that the vasectomy reversal may not be able to be performed.

A full list of pre-operative instructions has been provided to me and I understand it is my duty to stop all 
blood thinners such as Coumadin, Aspirin, and anti-inflammatory drugs (i.e. Ibuprofen, Motrin, Advil, 
Excedrin, Plavix) 7 days before surgery and to shave the scrotal area the morning of the procedure.

I understand that a period of 3 weeks of reduced physical activity, including sexual activity, is 
recommended while I heal.  I understand that I may shower the next day and that it is important to keep the 
incision clean and dry.

I certify and acknowledge that I have read this form, that I understand the risks, alternatives, and expected 
results of this procedure, and that all my questions have been answered fully to my satisfaction.

_____________________________________  _______________
        Signature of Patient        Date

_____________________________________  _______________
        Signature of Physician        Date


