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Patient Name								                 Date
Name of Patient:   MRN: Date:  

Biopsy Consent
I hereby Authorize:   Dr. Dorfman / Dr. Settle /  Dr. Tamarkin /  Dr. Baran /   Dr. Elkowitz / Dr. Obedian

To perform the following procedure upon me:

__Ultrasound Guided Core Breast Biopsy with possible placement of a clip

__Ultrasound Guided Breast Aspiration 

__Stereotactic Breast Biopsy with possible placement of a clip

__Ultrasound Guided Thyroid Biopsy/Aspiration

__MRI Guided Breast Biopsy

__CT Guided Biopsy

Explanation of procedure, risks, benefits and alternatives:

The above radiologist has explained to me the nature and purpose of the procedure and has also informed me of 

expected benefits and complications, attendant discomforts and risks that may arise, as well as possible alternative 

methods of diagnosis and/or treatment.  I have been given an opportunity to ask questions and all my questions have 

been answered satisfactorily.

I further consent to the administration of such anesthesia, as may be considered necessary or desirable in the 

judgment of the radiologist.

I confirm that I have read this form and understand its contents.

__________________________________________ _________________________________ ____________

Signature (patient, relative, guardian) Print name Date

Witness: ______________________

Physicians Statement of Informed Consent:

I hereby certify that I have explained the nature, purpose, benefits, risks and alternatives of the above stated 

procedure and have offered to answer any questions.  I have answered all such questions and believe that the 

patient (relative or guardian) understands what I have explained and answered:      

_____________________________________________________________________

Radiologist
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