
Consent for Fertility Treatment Procedures 

Date: _______________ 

To Whom It May Concern, 

I, [Patient's Full Name], hereby give my consent for the following fertility treatment 

procedures: 

• [Procedure 1] 

• [Procedure 2] 

• [Procedure 3] 

I understand the nature and purpose of these procedures, as well as the potential risks and 

benefits involved. I have had the opportunity to ask questions and have received satisfactory 

answers to my inquiries. 

I confirm that I am of legal age and have the capacity to make this decision voluntarily without 

any coercion. 

Additionally, I understand that I may withdraw my consent at any time prior to the 

commencement of the procedures. 

Patient's Signature: ______________________ 

Date: _______________ 

Witness Signature: ______________________ 

Date: _______________ 

Thank you for your attention to this matter. 

Sincerely, 

[Patient's Full Name] 

[Patient's Address] 

[Patient's Contact Information] 


