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Consent Form

I CONSENT TO HAVING CAPSULE ENDOSCOPY.

Capsule endoscopy is a new endoscopic exam ofthe small intestine. It is not intended to
examine the esophagus, stomach, or colon. Itdoes not replace upper endoscopy or
colonoscopy.

I understand that there are risks associated with any endoscopic examination, such as BOWEL
OBSTRUCTION.An obstruction may require immediatesurgeI)'.

I am aware that there are contrainCliPationsfor the use of this capsule in patients with
pacemakers or defibrillators,as they were not tested priorto FDAapproval. The use of this
capsule withthese cardiac implants may produce problemswithimages of test.

I am aware that I should avoid M~I.machines and Microwavesduring the proced~re and untilthe
capsule passes followingthe exam.

I understand that due to variations in a patient's intestinalmotility,the capsule may onlyimage
part of the small intestine. It is also possible that due to interference, some images may be lost
and this may result in the need to repeat the capsule procedure.

I understand that images and data obtained frommycapsule endoscopy may be used, under
complete confidentiality,for educational purposes in futuremedical studies.

Dr. has explainedthe procedureand itsrisksto me, alongwith
alternativesofdiagnosisand treatment,and Ihavebeenallowedto ask questionsconcemingthe
plannedexamination.

I authorize Dr. to perfonn capsule endoscopy.

Patient's' Name (please print) Patient's Signature Date

In presence of: Spouse
Parent

Companion
Patient Alone _

Witness's Name (please print) Witness's Signature


