
INFOMED CONSENT TO STERILIZATION  

避妊手術承諾書 

Michigan Department of Social Services ミシガン州社会福祉課

NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWL OR WITHOLDING OF 

ANY BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS. 

避妊手術を受ける、受けないは政府からの援助とは一切関係ありません。

CONSENT TO STERILIZATION 

避妊手術承諾書 

I have asked for and received information about sterilization from 

_____________________________  (Doctor of Clinic). When I first 

asked for the information, I was told that the decision to be sterilized is 

completely up to me. I was told that I could decide not to be sterilized. 

If I decide not to be sterilized, my decision will not affect my right to 

future care or treatment. I will not lose any help or benefits from 

programs receiving Federal Funds, such as A.F.D.C. or Medicaid that I 

am now getting or for which I may become eligible. 

私は上記医師より避妊に関する情報を聞き､最終決断は

自分自身にあることを承知しています｡避妊しないと決

断しても、それによって将来の医療に何ら影響はなく､A

FDCやメディケイドなどの現在､将来の給付にも一切影響

しないことも理解しています｡ 

 

I UNDERSTAND THAT THE STERILIZATION MUST BE 

CONSIDERED PERMANENT AND NOT REVERSIBLE. I HAVE 

DECIDED THAT I DO NOT WANT TO BECOME PREGNANT, 

BEAR CHILDREN OR FATHER CHILDREN. 

私は避妊手術を一旦行うと永久的であり、元へ戻すこと

はできないことも承知しています｡私は将来に渡って妊

娠はしない､または父親となる意思は一切ありません｡ 

 

I was told about those temporary methods of birth control that are 

available and could be provided to me which will allow me to bear or 

father child in the future. I have rejected these alternatives and chosen 

to be sterilized. I understand that I will be sterilized by an operation 

known as a ____________________. The discomforts, risks and 

benefits associated with the operation have been explained to me. All 

my questions have been answered to my satisfaction. I understand that 

the operation will not be done until at least thirty days after I sign this 

form. I understand that I can change my mind at any time and that my 

decision at any time not to be sterilized will not result in the 

withholding of any benefits or medical services provided by federal 

funded programs. 

私は最近の避妊法で、一時的な避妊方法とその可能性つ

いても説明を受けました。私はそれらの別の選択肢では

なく､上記の手術による永久避妊を選択します｡それによ

る不快､危険性､また利点については説明を受けており、

私の質問にもすべて答えてもらいました｡私はいつでも

決心を変えることができ、避妊を受けないと決めた場合

も、それによって政府援助の医療サービスに影響を及ぼ

すことがないことを理解しています。 

 

I am at least 21 years of age and was born on 

_________(Month,Day,Year) I, __________________, hereby consent 

of my own free will tobe sterilized by (Doctor) ____________ by 

method called _______________________. My consent expires 180 

days from the date of my signature below. I also consent to the release 

of this form and other medical records about the operation to: 

Representatives of the Department of health, Education and Welfare or 

Employees of programs or projects funded by the Department but only 

for determining if Federal laws were observed. I have received a copy 

of this form. 

私は21歳以上であり､自分の意志で避妊を希望し上記の

手術を上記の医師により受けることを要望します｡この

同意書は記入日から180日間有効です。私の医療記録と

この誓約書は連邦政府の規約に基づき健康教育社会保障

局にも提出されることを承知し､私にもコピーが渡され



保有しています｡  

Signature_____________________________ 

サイン 

Date _________________( Month, Day, Year ) 

日付（月/日/年） 

 

You are requested to supply the following information, but is not 

required: Race and ethnicity designation (please check) 

強制ではありませんが、以下の該当する項目にチェック

をしてください｡  

(  ) American Indian or Alaska 

Nativeアメリカインディアン､又はアラスカ現地民族  

(  ) Asian or Pacific Islander アジア､太平洋諸島民 

(  ) Black (not Hispanic origin) 黒人､中南米スペイン系を除く 

(  ) Hispanicスペイン系 

(  ) White (not Hispanic 

origin)白人､中南米スペイン系を除く  

 

INTERPRETER STATEMENT 

If an interpreter is provided to assist the individual to be sterilized: 

通訳者を介した場合 

I have translated the information and advice presented orally to the 

individual to be sterilized by the person obtaining this consent. I have 

also read him/her the consent form in ____________________ 

language and explained its contents to him/her. To the best of my 

knowledge and belief he/she understood this explanation. 

私は通訳として必要な情報とアドバイスを口頭で避妊希

望者に直接施行者からの説明に着実に翻訳いたしました

｡私は､この承諾書を日本語で説明し､承諾を取りました｡

私の知る限りでは､避妊希望者は説明を全て理解したこ

とを保障いたします｡  

Interpreter ___________________________________  

通訳者氏名 

Date _______________________ 

日付 

 

STATEMENT OF PERSON OBTAINING CONSENT 

承諾説明者用 

Before __________________________ (Name of individual) signed 

the  consent form, I explained to him/her the nature of the sterilization 

operation ______________________, the fact that it is intended to be a 

final and irreversible procedure and the discomforts, risks, and benefits 

associated with it. I counseled the individual to be sterilized that 

alternative methods of birth control are available which are temporary. I 

explained that sterilization is different because it is permanent. I 

informed the individual to be sterilized that his/her consent can be 

withdrawn at any time and that he/she will not lose any health services 

or any benefits provided by Federal funds. To the best of my 

knowledge and belief the individual to be sterilized is at least 21 years 

old and appears mentally competent. He/she knowingly and voluntarily 

requested to be sterilized and appears to understand the nature and 

consequences of the procedure.  

上記の避妊手術希望者に対し上記避妊手術を行うために

全てを説明し､手技が永久的なもので元に戻すことはで

きないものであり､手技に伴う不快や危険性､利点につい

ても説明しました｡私はその他の一時的な避妊法も利用

できることも説明しました。また、この同意はいつでも

中止することができ､そのために政府の補助などには影

響がないことも説明しました｡希望者は２１歳以上で精

神障害はありません。本人は自分自身の自由意志によっ

て避妊手術を希望し､手技の方法とその結果を理解して

いることをここに保障します｡ 

_________________________________________  

Signature of person obtaining consent 

承諾書説明者署名 

Date __________________ 

日付 

Facility/Address _______________________________ 

施設名称/住所 

 



PHYSICIAN STATEMENT 

医師承諾書 

Shortly before I performed a sterilization operation upon 

_______________________________ (Name of individual to be 

sterilized) on______________________ (Date of sterilization), I 

explained to him/her the nature of the sterilization operation 

___________________________________(Specify type of operation), 

the fact that it is intended to be a final and irreversible procedure and 

the discomforts, risks and benefits associated with it. I counseled the 

individual to be sterilized that alternative methods of birth control are 

available which are temporary. I explained that sterilization is different 

because it is permanent. I informed the individual to be sterilized that 

his/her consent can be withdrawn at any time and that he/she will not 

lose any health services or benefits provided by Federal funds. To the 

best of my knowledge and belief the individual to be sterilized is at 

least 21 years old and appears mentally competent. He/she knowingly 

and voluntarily requested to be sterilized and appeared to understand 

the nature and consequences of the procedure. (Instructions for use of 

alternative final paragraphs: Use the first paragraph below except in the 

case of premature delivery or emergency abdominal surgery where the 

sterilization is performed less than 30 days after the date of the 

individual's signature on the consent form. In those cases, the second 

paragraph below must be used. Cross out the paragraph which is not 

used.) At least thirty days have passed between the date of the 

individual's signature on this consent form and the date the sterilization 

was performed. This sterilization was performed less than 30 days but 

more than 72 hours after the date of the individual's signature on this 

consent form because of the following circumstances (check applicable 

box and fill in information requested):  

私は、上記の避妊手術希望者に手術を施行する前に､上

記の手術に関してその方法を説明しました。手術は最終

手段で永久的なものであり、手術に伴う不快や危険性、

利点についても説明しました｡またその他の一時的な避

妊法も可能であること､手術によるものは全く異なり、

永久的であることも説明しました。手術はいつでも中止

できること、また政府からの医療補助などの利益に影響

することがないことを説明しました｡私の知る限りでは､

希望者は２１歳以上であり､精神障害はなく､本人の自由

意志によって避妊手術を希望し､その方法と結果を理解

していることを保障します｡ 

 

以下に示す状況下以外では承諾書署名より３０日以後に

避妊手術は行われる｡ただし以下の条件下では７２時間

以上､３０日以内に行われることがある｡ 

( ) Premature delivery早産  

( ) Individual's expected date of delivery出産予定日 

(  ) Emergency abdominal Surgery緊急開腹術 

(Describe circumstances)状況を説明してください｡ 

__________________________________________________

__________________________________________________ 

__________________________________________________ 

 

Physician _______________________________ 

担当医 

Date____________________ 

日付 

 


