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PATIENT CONSENT FORM

| understand that there are many birth control methods and that each has its own benefits, risks and potential side effects. The insertion
of NEXPLANON requires a surgical procedure parformed by a healthcare provider who is trained on the use of this product. Like all surgical
procedures, the outcomes are best with healthcare providers who are experienced.

By completing this Patient Consent Form, | am consenting 1o the insertion of NEXPLANON and acknowledging that | have read and
understand the foliowing poinds and made an informed and carefut decision to use NEXPLANON.

*  NEXPLANON is an implant that releases a harmone (etonogestrel) to prevent pregnancy. It is inserted during a surgical procedure
and it can be used for up to three years.

*  NEXPLANON helps to keep me from getting pregnant but does not protect me against HIV infection {the virus that causes AIDS)
or other sexually transmitted diseases.

No contraceptive method is 100% effective, inciuding NEXPLANON,
It is important to have the NEXPLANON implant placed in my arm at the right time of my menstrual cycle in order to prevent
pregnancy.

*  NEXPLANON is placed just under my skin on the inside of my upper arm during a procedure done in my healthcare provider’s
office. Thera is & slight risk of getting a scar or an infection from this procedure.

¢  NEXPLANON shouid not be deeply inserted. An implant that is inserted deeply may have been placed in muscle tissue or, in rare
instances, a blood vessel. A deep insertion may cause the implant to move bayond the implant site.

¢ After NEXPLANON is placed in my arm, both my healthcare provider and ! should check that it is in place by gently pressing my
fingertips over the skin where the implant was placed. | should be able to feel both ends of the implant. If | cannot feel the implant,
it may not have been inserted or it may have been inserted deeply. in this case, | need to use a non-hormonal birth control method
{such as condoms or barrier methoeds) until my healthcare provider confirms the implant is in place. | may need special tests to
check that the implant is in place. Once my healthcare provider has located the implant, it should be removed.

Incomplete insertions or intections may cause NEXPLANON to come partiaily or entirely out of my arm.

Most women have changes in their menstrual bieeding patterns while using NEXPLANON. I also will likely have changes in my
menstrual bleeding pattern while using NEXPLANON. My bleeding may be iregular, lighter or heavier, or my bleeding may
completely stop. If | think | am pregnant, | should contact my healthcare provider as soon as possible.

¢ NEXPLANON must be removed at the and of three years, but it can be removed eartier if ) want. | may become pregnant as early
as the first week after removal of the implant.

. Removal is usually a minor procedure. If NEXPLANON was inserted deeply, the removal may be more difficult or, in rare cases,
impossibte. Special procedures, including imaging methods to locate the implant and surgery in the hospital, may be needed,
Difficuit removals may cause pain and scarring and may result in injury to nerves and biood vessels. If the implant is not removed,
its effects will likely continue.

* | have read and understand all of the information in the Patient Labeling for NEXPLANON, including the risks of using
NEXPLANON, possible side effects, and waming signs of medical problems. Any questions | have about the information i the
Patient L.abeling and about using NEXPLANON have been answered by my healthcare provider.

{ should tell all my healthcare providers that | am using NEXPLANON.
I need to have a medical checkup regularly and at any time | am having problems.
For additional information and full prescribing information, please call toll iree 1-844-674-3200 or log on to www.nexplanon.com.

After learning about NEXPLANON, | choose to use NEXPLANON.

{Name of Healthcare Provider)

(Patient Sighature) (Date)
WITNESSED BY:

The patient above has signed this consent in my presence after | counseled her and answered her questions.

{Healthcare Provider Signature) {Date)

€ Confidentisl




I have provided an accurate translation of this information to the patient whose signature appears above. She has stated that she
understands the information and has had an opportunity to have her questions answered,

(Signature ot Translator) ’ {Date)
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Consent for Nexplanon

Please review the information below. Ask questions of your health care provider to ensure that you understand the risks
and benefits of using Nexplanon.

Nexplanon is one of the most effective birth control methods available. Fewer than 11100 people per year using the Nexplanon will
get pregnant.

The advantages of using the Nexplanon include:
» Highly effective and long [asting contraception
Low risk of side effects
Reversible (immediate retumn to fertility after removal)
Good safety record
High satisfaction rates

* @ 0 &

The most common side effects of Nexplanon are:
s  Temporary pain at the site of insertion and/or skin bruising which will resolve with time
»  Changes in menstrual bleeding pattern ranging from absence of bleeding to frequent and unscheduled bieeding and
spolting {may improve over the first few months of use)
e A small scar after Nexplanon insertion andfor removal

Other potential but uncommaon side effects:
e Mood swings
¢ Headaches
s Acne
»  Woeight gain

Risks of Nexplanon use (rare):
= infection or pain in arm that may require antibiolics
Difficult removal potentially requiring surgery which may cause pain, scarring, nerve and blood vessel damage
While pregnancy with Nexplanon is rare, if you are pregnant you are at increased risk of an ectopic pregnancy {pregnancy
outside of the uterus) which can be life threatening if not treated

It is important to inform your healthcare provider that you are using Nexplanon as it may interact with other drugs you may be taking.

Nexplanon does not protect against HiV {the virus that causes AIDS) or other sexuafly transmitied infections (STIs). Using a
condom correctly and consistently helps prevent STls.

It is important to avoid unprotected intercourse between your last menses and the Nexplanon insertion to minimize your risk of
pregnancy.

You may elect to have the Nexplanon removed at any time. A visit with a health care provider is needed to have the Nexplanon
removed.

Emergency care is always available if you should need it. Check the eTang Portal for more information.

| have reviewed the Nexplanon information handout. | have been informed of the Nexplanon insertion and removal procedure and
what to expect when the Nexplanon is inserted.

| have reviewed and understand all of the above information. | understand that this procedure requires the administration of local
anesthesia. | also understand that the insertion procedure may leave a small scar and that an unpredictable reaction to local
anesthesia can occur. | have been given the opportunity to ask questions and have had them answered to my satisfaction. After
reviewing the above information, | hereby authorize and direct my clinician to insert the Nexplanon contraceptive implant,

Consult visit sign here:

Patient signature: Date:

Clinician signature: Date:

Placement visit sign below: {place patient sticker here}
Patient signature: Date:

Clinician signature: Date:
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Parent/Guardian Print Name

Informed Consent to Nexplanon Removal Procedure (psse 202

Patient Name:

I certify that | have explained the nature, purpose, anticipated benefits, material risks, complications, and alternatives to the
Nexplanon removal procedure and the risks and consequences of not proceeding, to the patient and the patient’s legal
representative {if applicable). | have answered all the questions fully, and | believe that the patient and the patient’s legal
representative (if applicable) fully understand what | have explained.

Provider Signature Date ___/ / at__ o

Copvright° 2011 by Girls to Women Health and Wellness. All Rights Reserved.



