PREMIER MEDICAL UROLOGY
CONSENT FOR URETERAL STENT PLACEMENT OR EXCHANGE
	Patient Name: ______________________________
	DOB: __________________

	Surgeon: __________________________________
	Date: _________________


Proposed Procedure
Placement or exchange of an internal drainage tube between the kidney and bladder using cystoscopy and/or imaging.
Expected Benefit
The intended benefit is diagnosis and/or treatment of the condition discussed with me. Improvement, cure, or a specific result is not guaranteed.
Material Risks and Possible Complications
Pain, urgency, frequency, flank discomfort, or hematuria
Infection or sepsis
Failure to place the stent or relieve obstruction
Ureteral/bladder injury or perforation
Migration, encrustation, breakage, or retained stent
Nephrostomy or additional procedure
Kidney damage if obstruction/infection persists
Anesthesia complications
Stent intolerance severe enough to require early removal
Forgotten stent with severe encrustation, obstruction, infection, kidney damage, or complex removal
Inability to remove an encrusted or broken prior stent in one procedure
Reasonable Alternatives
Alternatives may include: observation when safe; percutaneous nephrostomy; definitive treatment of the underlying obstruction. The appropriateness of each option depends on my diagnosis, anatomy, overall health, cancer risk when applicable, and treatment goals.
If I Decline or Delay Treatment
If I decline the procedure, my underlying condition or symptoms may persist or worsen. The specific consequences of no treatment have been discussed with me when clinically relevant.
Patient Acknowledgment and Authorization
☐ I understand the proposed procedure, its purpose, expected benefits, material risks, reasonable alternatives, and the reasonably foreseeable consequences of declining or delaying treatment that are relevant to my condition.
☐ I understand that the listed risks are not an exhaustive list of every possible complication. Rare, unexpected, and potentially serious complications, including disability or death, can occur.
☐ I understand that my age, anatomy, prior surgery or radiation, infection, bleeding risk, medications, and other medical conditions may change my individual risk.
☐ I have disclosed my medications, anticoagulants/antiplatelet drugs, allergies, implants, and relevant medical history to the best of my knowledge.
☐ I understand that no guarantee or promise has been made regarding cure, symptom improvement, cancer control, preservation of organ function, continence, potency, fertility, or other outcome unless specifically stated by my surgeon.
☐ I authorize immediately necessary additional procedures when an unexpected finding or emergency makes delay unsafe. Non-emergent materially different procedures require separate consent when reasonably possible.
☐ I understand that tissue or specimens may be sent for pathologic examination when appropriate and that final pathology may change my diagnosis or treatment plan.
☐ I understand anesthesia or sedation has separate risks and may require separate consent.
☐ I have had the opportunity to ask questions, my questions have been answered, and I may withdraw consent before the procedure begins.
Patient-specific risks, alternatives, concerns, or additional planned procedures discussed:
________________________________________________________________________________
________________________________________________________________________________
Interpreter used:  ☐ No   ☐ Yes   Language: __________________   Interpreter: __________________

Patient / Authorized Decision-Maker Signature: _________________________   Date/Time: _____________
Printed Name / Relationship to Patient: ______________________________
Physician / Qualified Practitioner Signature: _________________________   Date/Time: _____________






