


																																																												
Place Patient Label Here
CONSENT FOR MEDICAL FORENSIC EXAMINATION OF THE ADULT/ADOLESCENT AFTER SEXUAL ASSAULT


Patient Name: 						 DOB:  	       /         /        	 Gender:   F M MF FM
Examiner:  			       Initials: 	                        Arrival:   	         /           /20           @         :                         AM/PM 

	Yes
	No
	Procedure (consent by placing initials in “yes” box

	
	
	1. Forensic medical examination for injuries and physical evidence, including a pelvic examination 
     with a speculum and/or colposcope and/or anoscope.


	
	
	2.  Collection of physical evidence


	
	
	3.  Collection of blood and/or urine for toxicology testing


	
	
	4.  Collection of blood and/or urine for pregnancy testing


	
	
	5.  Photographs of  my body and injuries, to provide supporting documentation of my medical    
      Condition.  I specifically consent to (initial by each for consent):
     ________  Photographs of my face/full body for identification purposes
     ________  Photographs to document all injuries on my body, but NOT genital photos
     ________  Photographs to document all injuries on my body, INCLUDING genital photos


	
	
	6.  I consent to my photographs being used for the purpose of Sexual Assault Nurse Examiner (SANE)
     education and peer review.




I acknowledge the procedures I have initialed below have been explained to me, any questions I had related to the procedures have been answered to my satisfaction.  I understand the procedures to be done and why they are needed, and I consent to the procedures I have initiated.  I understand I may withdrew my consent at any time for any portion of the examination that has not been completed. 

 I understand photographs are a part of my permanent medical record, but will be released to law enforcement only with my written consent and/or a court order.  My photographs may be used for other purposes, including possible litigation, peer reviewinsurance claims or workman’s compensation and I release (organization’s name) and its agents, associates, and/or assignees form any and all liability from said medium.

I understand that I may refuse to sign this consent and my treatment, payment enrollment or eligibility are NOT conditional on signing this consent.


															
Signature of Patient							Date				Time


															
Signature of Witness							Date				Time


															
Signature of Guardian/Personal Representative					Date				Time
												



