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TARA GYNECOLOGY [OBGYN], LLC
203 Medical Way, Suite A, Riverdale, GA 30274
www.taragynecology.com
PHONE: (770) 991-0041

FAX: (770) 538-1663
INFORMED CONSENT TO INSERT NEXPLANON 

 Nexplanon is licensed to have a contraceptive effect for three years after insertion. At or before 3 years it needs to be removed and replaced or another form of contraception used. 

 Nexplanon is a highly effective form of contraception it is more than 99% effective. 

 Side effects can be irregular bleeding that can persist for several months, it can be heavy, moderate, or light. 

 You may get an increase in spots, acne, bloating, headache or if you suffer from migraine, it may increase episodes of migraine. There are other side effects, and this can vary including mood changes. Insertion 

 On insertion it can take 7 days to be fully effective as a method of contraception, therefore another form of contraception needs to be used until then after fitting. 

 On insertion, a small amount of local anesthetic is used to numb the area and the device is inserted using an introducer under the skin. Please let the clinician know of your allergies to local anesthetic or dressings. 

 There is a low risk of localized infection please keep the area clean and dry for 5 days. Do not keep palpating the area as you may expel the device this is in the first 5 days until the skin heals. 

 You may have a small scar at the insertion site. 

 After insertion the clinician will ask that you feel the device is in situ. You should check periodically over the 3 years you have the device is palpable. If you cannot feel the device, you should seek medical advice from your health provider. There is a low risk of the device migrating this is reduced by correct placement in the arm. 

 You must not have any risk of pregnancy prior to insertion.
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