
Informed Consent and Waiver of Liability

 for Administration of Depo-Provera Contraceptive

I ____________________________________ attest that I understand the Food and Drug Administration (FDA) and Pfizer, the manufacturer of Depo-Provera, have issued a warning stating;

· Women who use Depo-Provera Contraceptive Injection (CI) may lose significant bone mineral density.  Bone loss is greater with increasing duration of use and may not be completely reversible.  

· It is unknown if use of Depo-Provera CI during adolescence or early adulthood, a critical period of bone accretion, will reduce peak bone mass and increase the risk for osteoporotic fracture in later life.  

· Depo-Provera CI should not be used as a long-term birth control method (e.g. longer than 2 years) unless other contraceptive methods are considered inadequate.  

By signing this form, I understand that I accept the potential risks of bone loss linked with use of Depo-Provera greater than two years and wish to continue using this form of birth control.

Please check the boxes below, then sign and date this form to continue Depo-Provera greater than 2 years.
□
I have read and understand the above information. I have been using Depo-Provera for two years or longer and wish to continue to receive the Depo-Provera injection.

□
I waive any right of recovery of damages against the Kentucky Department for Public Health and the ______________________________________.

                                                                                          (Name of agency)

□
I understand it is recommended that women ages 19-50 take 1000 mg of calcium                                daily. Adolescents, 9-18 years, should take 1200 mg of calcium daily
□ I have received a copy of this signed document.

______________________________________                                   ______________

                              Signature of Patient                                                                                                                         Date

______________________________________                                   ______________

                     Signature of MD or Clinician                                                                                                           Date

PLACE C LABEL HERE
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