TREATMENT CONSENT
I give my consent and authorize __________________to administer radioactive iodine to me (or the above patient for whom I am next-of-kin or legal guardian).

I understand that I have a condition called thyroid cancer.
The nature of the radioactive iodine treatment has been explained to me. I understand that radioactive iodine is being given to treat normal or thyroid cancer tissue. I realize that the alternative to this procedure is not to take radioactive iodine. I also understand what may happen without the treatment.
The side effects of radioactive iodine treatment have been explained to me verbally and in writing. If I am a woman of childbearing age, I confirm that I am not pregnant now and understand the absolute need to not to become pregnant in the next six months.

All of my questions have been addressed and answered.

The chance of achieving treatment goals has been discussed with me. I am aware that the practice of medicine is not an exact science, and acknowledge that no guarantee of results has been made. 

After this treatment, I accept responsibility for following instructions about avoiding contamination of my home and workplace, taking my medication(s), having blood tests, and visiting my physician for follow-up. 

__________________________________________________      Date________
Patient or Authorized Representative

__________________________________________________       
Witness








           
__________________________________________________       

Physician
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