
Dr. AntIIOny Biz Chiropractic WelIness PLLC

Patient Name:

Addre s s

Dr. Amthony Biz

Datc:

H. Phone

Email Address:

W. Phone

Sex M F MaritalStatus M S D W DateofB正h

Occupation

Employer

Cell Phone

Emergency Contact and Phone Nunber:

Referred by:

Have you ever received Chiropractic Care?　　　Yes No Ifyes, When?

Name of most recent Chiropractor:

1. Past Health History:

A. Surge富ies:

Date Type of Surgery

B. Previous Injury or Trauma:

Have you ever broken any bones? Which?

C. A量Iergies:

2. Fa血ily Health History:

Do you have a family history of? (Please indicate all that apply)

□ Cancer　ロStrokes/TIA’s　□ Headaches　□ Heart disease　口NeuroIogical diseases

□ Adopted/Unk重IOWn　口Cardiac disease below age 40　□ Psychiatric disease

□ Diabetes　　ロOther　　　　　　　　　　ロNone ofthe above
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Dr. Anthony Biz Chiropractic WeIIness PLLC

Patient Name:

Dr. Anthony Biz

Date:

A.　Deaths in immediate family:

Cause of parents’or siblings’death Age at death

3. Socia獲and OccupationaI History:

A. Job description:

B. Work schedule:

C. Recreational activities:

D. Lifestyle:

Hobbies :

Level of Hxercise:

A置co血o萱Use:

Tobacco Use:

4. Medications:

Medication Reason for taking

2083 East 65th street

Brooklyn, NY l 1234

(718) 531-4325

Fax: (646) 435-2418

40 Exchange Place　　　　　　　2

New YoHt, NY lOOO5

(9宣7) 923-712重



Dr. Anthony Biz Chiropractic Wellness PLLC

Patie皿t Name:

Dr. Anthony Biz

Date:

Review of Systems

Have you had any ofthe fo11owing pulmonary (lung-re!ated) issues?

□ Asthma/di飾culty breathing　□ COPD　□ Emphysema　□ Other □ None ofthe above

Have you had any of the following cardiovascular (heart-related) issues or procedures?

ロHeart surgeries　□ Congestive heart failure　ロMumurs or valvular disease　ロHeart attacks/MIs　□ Heart

disease/problems　□ Hypertension　□ Pacemaker　ロAngina元hestpain　口Irregularheartbeat　□ Other

□ None ofthe above

Have you had any ofthe following neuro葵ogicaI (nerve-reIated) issues?

□ Visual changes/1oss ofvision　ロOne-Sided weakness offace or body　□ History ofseizures　ロOne-Sided decreased

feelingin瓜e faceorbody　□ Headaches　□ Memoryloss　□ Tremors　□ Vertigo　ロLossofsenseofsmell

□ S億Okes/TIAs　□ Other　　　　　　　　　　　□ None ofthe above

Have you had any ofthe following endocrine (glandular仙ormonal) related issues or procedures?

口Thyroid disease　□ Homone r印lacement therapy　ロ巾ectal)le steroid replacements　□ Diabetes

口Other　　　　　　　　　　　　□ None ofthe above

Have you had any ofthe fol]owing renal (kidney-reIated) issues or procedures?

□ Renal calculi/stones　□ Hemat町ia (blood in血e urine) □ Incontinence (Can’t control) □ Bladder Infections

□ Di塙culty urinating　ロKidney disease　□ Dialysis　ロOther 口None ofthe above

Have you had any ofthe following gastroente「oIogicaI (StOmaCh-related) issues?

ロNausea　□ Di飾culty swa11owing　□ UIcerative disease　□ Frequent abdominal pain　□ Hiatal hemia　□ Constipation

ロPancreatic disease　ロIrritable bowel/colitis　□ Hepatitis or liver disease　口Bloody or black tany stooIs

□ Vomiting blood　□ Bowel incontinence　□ Gastroesophageal reflux/heartbum　□ Other　　　　　口None ofthe above

Have you had any ofthe following hematoIogical (blood-related) issues?

□ Anemia　□ Regular anti-inflarmatory use (Motrin几buprofenANaproxen/Naprosyn/Aleve) □ HⅣ positive

□ Abnomal bleeding/bruising　□ Sickle-Ce11 anemia　□ Enlanged lymph nodes　ロHemophi賞ia

□ Hypercoagulation or deep venous thrombosis爪istory ofblood cIots　口Anticoagulant therapy　口Regular asprm use

ロOther　　　　　　　　　　　□ None ofthe above

Have you had any ofthe following dermato賞ogical (Skin裏related) issues?

□ Significantbuns　□ Significantrashes　ロSkin grafts　□ Psoriatic disorders　□ O血er □ None ofthe above

Have you had any ofthe following musculoskeletaI (bone/muscle-related) issues?

ロRheumatoid arthritis　□ Gout　□ Osteoarthritis　□ Broken bones　□ Spinal fracture　ロSpinal surgery　□ Joi巾Surgery

口Arthritis (unknown type)ロScoliosis　□ Metal implants　ロOther □ None ofthe above

Have you had any ofthe following psychoIogical issues?

ロPsychiatric diagnosis　ロDepression　□ Suicidal ideations　口Bipolardisorder　ロHomicidal ideations　ロSchizophrenia

ロPsychiatric hospitalizations　ロO血er ロNone ofthe above

Is there anything else in your past medical history that you fbel is important to your care here?

I have read the above infomation and certify it to be true and correct to the best ofmy血owledge, and hereby authorize this

O餓ce of chiropractic to provide me w珊chiropractic care, in accordance with this state-s statutes. If my insurance will be

billed’I au血orize payment ofmedical benefits to Dr. An血ony Biz Chiropractic Wellness PLLC for services perfomed.

Patient or Guardian Signature

D如e
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Dr. Anthony Biz Chiropractic WeIlness PLLC

Patient Name:

Dr. Anthony Biz

Date:

HIPAA NOTICF OF PRrVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL rNFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND

HOW YOU CAN GET ACCESS TO THIS ENFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy describes how we may use and discIose yo町ProteCted hea皿infomation (PHI) to carry our treatment,

Payment Or health care operatious (TPO) for other puxposes that are pemitted or required by law. “Protected Hea皿

Infomation当s infomation about you, including demographic infomation血at may identify you and that related to your past,

Present, Or fu如re physical or mental hea皿or condition and related care services.

Use and D臆iscIosures of Protected Health Information:

Your protected health infomation may be used and disc看osed by your physician, Our Staff and others outside of our o塙ce that

are invoIved in your care and treatment for the purpose ofproviding health care services to you, Pay yOur hea皿care bi11s, tO

SuPPOrt the operations ofthe physician’s practice, and any other use required by law.

Treatment: We wi11 use and discIose your protected hea皿infomation to provide, COOrdinate, Or manage yOur hea皿care

and any related services. This includes the coordination or manngement ofyour healぬcare with a血ird party. For example,

We WOuld disclose your protected health infomation, as neCeSSary, to a home health agency that provides care to you For

example, yOur heal血care infomation may be provided to a physician to whom you have been referred to ensure that the

Physician has the necessary infomation to diagnose or treat you

Payment: Your protected hea皿infomation will be used, as needed, to Obtain payment for your health care services. For

example, Obtaining approval for a hospital stay may require that your relevant protected health infomation be discIosed to the

health plan to obtain approval for the hospital admission.

Healthcare Operations: We may discIose, aS needed, yOur PrOteCted health infomation in order to support the business

activities ofyo町Physician’s practice. These activ誼es include, but are not limited to, qunlity assessment activities, emPIoyee

review activities, training of medical students, licensing, maketing, and fundraising activities, and conduction or arranging for

Other business activities. For example, We may discIose your protected heal血infomation to medical schooI students that see

Patients at our o範ce∴In addition, We may uSe a Sign竜sheet at the regis億ation desk where you will be asked to sign your

name and indicate your physician. We may also call you by name in the waiting room when yo町physician is ready to see

you. We may use or discIose your protected hea皿infomation, as neCesSary, to COntaCt yOu to remind you ofyour

叩pO正調e血.

We may use or discIose your proteeted hea皿infomation in血e fo11owing situations w肌out your authorization. These

Situations included as required by law, Public heaIth issues, cormunicable diseases, health oversight㍉ねuSe Or neglec food

and dn喝adrninistration requirements, legal proceedings, law enforcement, COrOnerS, funeral directors, and organ donation.

Required uses and discIosures under the law, We must make discIosures to you when required by血e Secretary ofthe

DepaItment OfHealth and Hunan Servi∞S tO investigate or determine our compliance with the requirements of Section

164.う00.

OTHER PE岬
AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REOUIRED BY LAW.

You may revoke this authorization, at any time, in wri血g, eXCePt tO the extent that your physician or the physician’s practice

has taken an action in reliance on the use or discIosure indicated in the authorization.

Signature of Patient of Representative

Printed Name
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Dr. Anthony Biz Chiropractic We看ine§S PLLC

Patient Name:

Symptom l

Dr. Anthony Biz

Date;

NEW PATIENT HISTORY FORM

. On a scale from O-10, With lO being the worst, Please circle the number that best describes the

SymPtOmmOStOfthetime: 1 2 3 4 5 6 7 8 9 10

●　What percentage ofthe time you are awake do you experience the above symptom at the above

intensity: 51015 20253035 4045 5055 6065 7075 80 859095 100

●　Did the symptom begin suddenly or gradually? (Circle one)

・ When didthe symptom begin?

O How did the symptom begin?

●　What makes the symptom worse? (Circle all that apply):

O nOthing, any mOVement, bending neck forward, bending neck backward, tilting head to left,

tilting head to right, tuming head to left, tuming head to right, bending forward at waist,

bending backward at waist, tilting left at waist, tilting right at waist, tWisting left at waist,

twisting right at waist, driving, Standing, Walking, running, lifting, Sitting, getting up from

Seated position, Chewing, Changing positions, lying down, reading, WOrking, eXerCISmg,

1aying on side in bed, Other (please describe):

. What makes血e symptom better? (Circle all that apply):

O nOthing, resting, ice, heat, StretChing, eXerCise, Walking, Pain medication, muSCle relaxers,

Chiropractic adjustments, maSSage, Other (Please describe):

. Describe the quality ofthe symptom (Circle all that apply):

O Sharp, dull, aChy, buming, throbbing, Piercing, Stabbing, deep, nagging, Shooting, Stinging

Other (Please describe):

●　Does the symptom radiate to ano瓜er part ofyour body (Circle one):　yeS nO

O Ifyes, Where does the symptom radiate?

● Is the symptom worse at certain times ofthe day or night? (Please circle)

O No di節erence Moming Aftemoon Evening Night Other

●　Have you received treatment for血is condition and episode prior to today’s visit?

O No

O Anti-infla皿matory meds

o Pain medication

o Musclerelaxers

O Trigger point i可ections

O Cortisone ir互ections

O Surgery

O Massage

O Physical Therapy

O Chiropractic

o Other

2083 East 65th street

Brooklyn, NY l 1234

(7宣8) 53宣-4325

Fax: (646) 435-2418
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Dr. Anthony Biz Chiropractic We皿ess PLLC

Patie皿t Name:

Symptom 2

Dr. Ånthony Biz

Date:

NEW PATIENT HISTORY FORM

●　On a scale from O-10, With lO being the worst, Please circle the number that best describes the

SymPtOmmOStOfthetime: 1 2 3 4 5 6 7 8 9 10

●　What percentage ofthe time you are awake do you experience the above symptom at the above

intensity: 51015 20253035 4045 5055 6065 7075 80 859095 100

. Did the symptom begin suddenly or gradually? (Circle one)

. When did血e symptom begin?

O How did the symptom begin?

●　What makes the symptom worse? (circle all that apply):

O nOthing, any mOVement, bending neck forward, bending neck backward, tilting head to left,

tilting head to right’tuming head to left, tuming head to right, bending forward at waist,

bending backward at waist, tilting left at waist, tilting right at waist, twisting left at waist,

twisting right at waist, driving’Standing, Walking, rmning, lifting, Sitting, getting up from

Seated position, Chewing, Changing positions, 1ying down, reading, WOrking, eXerCISmg,

laying on side in bed, Other (please describe):

●　What makes the symptom better? (Circle all that apply):

O nOthing, resting, ice, heat, StretChing, eXerCise, Walking, Pain medication, muSCle relaxers,

Chiropractic aqj ustments, maSSage, O血er (please describe):

●　Describe the quality ofthe symptom (Circle all that apply)二

O Sharp, dull, aChy, buming, throbbing’Piercing, Stabbing, deep, nagging, Shooting, Stinging

Other (Please describe):

●　Does the symptom radiate to ano血er part ofyour body (Circle one):　yeS nO

O Ifyes, Where does the symptom radiate?

. Is the symptom worse at certain times ofthe day or night? (please circle)

O Nodifference Moming Aftemoon Evening Night Other

. Have you received treatment for血is condition and episode prior to today’s visit?

o No

O Anti-inflammatory meds

O Pain medication

O Musclerelaxers

O Trigger point iqjections

O Cortisone i可ections

O SⅢge重γ

O Massage

O Physical Therapy

O Chiropractic

○　○ther

2083 East 65th street

Brooklyn, NY l 1234

(718) 531-4325

Fax: (646) 435-2418

40 Exchange Place

New York, NY lOOO5

(917) 923-7121
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Dr. Anthony Biz Chiropractic WeIlness PLLC

Patie皿t Na血e:

Sy血ptoⅢ 3

Dr. Anthony Biz

Date:

NEW PATIENT HISTORY FORM

●　On a scale from O-10, With lO being the worst, Please circle the number that best describes the

SymPtOmmOStOfthetime: 1 2 3 4 5 6 7 8 9 10

●　What percentage ofthe time you are awake do you experience the above symptom at the above

intensity: 51015 20253035 4045 5055 6065 7075 80 85 9095 100

Did the symptom begin suddenly or gradually? (Circle one)

When did the symptom begin?

O Howdid血e symptom begin?

●　What makes the symptom worse? (Circle all that apply):

O nOthing, any mOVement, bending neck forward, bending neck backward, tilting head to left,

tilting head to right, tuming head to left, tuming head to right, bending forward at waist,

bending backward at waist, tilting left at waist, tilting right at waist, tWisting Ieft at waist,

twisting right at waist, driving, Standing, Walking, ruming, lifting, Sitting, getting up from

Seated position, Chewing, Changing positions, lying down, reading, WOcking, eXerCISmg,

laying on side in bed, Other (Please describe):

. What makes the symptom better? (Circle all that apply):

O nOthing, resting言ce, heat, StretChing, eXerCise, Walking, Pain medication, muSCle relaxers,

Chiropractic a句ustments, maSSage, Other (please describe) :

●　Describe the qualdy ofthe symptom (circle all that apply):

O Shaap, dull, aChy, buming, throbbing, Piercing, Stabbing, deep, nagging, Shooting, Stinging

Other (Please describe) :

●　Does the symptom radiate to ano血er part ofyour body (circle one):　yeS nO

O Ifyes, Where does the symptom radiate?

● Is the symptom worse at certain times ofthe day or ni如t? (Please circle)

O No di鮮料ence Moming Aftemoon Evening Night Other

●　Have you received treatment for this condition and episode prior to today’s visit?

o N○

○　Anti-inflanmatory meds

o Pain medication

o Musclerelaxers

O Trigger point irtjections

O Cortisone i巾ections

O Surgery

O Massage

O Physical Therapy

O Chiropractic

○　○ther

2083 East 65th street

Brooklyn, NY l 1234

(7事8) 53宣-4325

Fax: (646) 435-2418

40 Exchange Place　　　　　　　7
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Dr. Anthony Biz Chiropractic Wellne§S PLLC

Patient Name:

Sy血ptom 4

Dr. Anthony Biz

Date:

NEW PATIENT HISTORY FORM

・ On a scale from O-10, With lO being the worst, Please circle the number that best describes the

SymPtOmmOStOfthetime: 1 2 3 4 5 6 7 8 9 10

. What percentage ofthe time you are awake do you experience the above symptom at the above

intensity: 51015 2025 3035 4045 5055 6065 7075 80 85 9095 100

Did the symptom begin suddenly or gradually? (Circle one)

When did the symptom begin?

O How didthe symptom begin?

・ What makes the symptom worse? (Circle all that apply):

O nOthing, any movement, bending neck forward, bending neck backward, tilting head to left,

tilting head to right, tuming head to left, tuming head to right, bending forward at waist,

bending backward at waist, tilting left at waist, tilting五ght at waist, tWisting left at waist,

twisting right at waist, driving, standing, Walking, running, li飾ng, Sitting, getting up from

Seated position, Chewing, Changing positions, lying down, reading, WOrking, eXerCISmg,

1aying on side in bed, Other (please describe):

・ What makes the symptom better? (circle all that apply):

O nOthing, reSting, ice, heat, StretChing, eXerCise, Walking, Pain medication, muSCle relaxers,

Chiropractic aqiustments, maSSage, Other (Please describe):

. Describe the quality ofthe symptom (Circle all that apply):

O Sharp, dull, achy, buming, throbbing, Piercing, Stabbing, deep, nagging, Shooting, Stinging

Other (please describe):

. Does the symptom radiate to another part ofyour body (Circle one):　yeS nO

O Ifyes, Where does the symptom radiate?

・ Is the symptom worse at certain times ofthe day or night? (please circle)

O No di鮮erence Moming Aftemoon Evening Night Other

. Have you received treatment for this condition and episode prior to today’s visit?

o N○

○　Anti-inflammatory meds

o Pain medication

o Musclerelaxers

O Trigger point ir可ections

O Cortisone ir寄ections

O Surgery

O Massage

O Physical Therapy

O Chiropractic

○　○ther

2083 East 65th street

Brooklyn, NY l 1234

(718) 531-4325

Fax: (646) 435-2418

40 Exchange Place　　　　　　　8

New York, NY 10005
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Dr. Anthony Biz Chiropractic We皿ess PLLC

Patient Na血e :

Symptom 5

Dr. Anthony Biz

Date:

NEW PATIENT HISTORY FORM

. On a scale from O-10, With lO being the worstaplease circle the number血at best describes the

SymPtOmmOStOfthetime: 1 2 3 4 5 6 7 8 9 10

. What percentage ofthe time you are awake do you experience the above symptom at the al)OVe

intensity: 51015 20253035 4045 5055 6065 70 75 80 85 9095 100

Did the symptom begin suddenly or gradually? (Circle one)

When did the symptom begin?

O How did the symptom begin?

・ What makes the symptom worse? (Circle all that apply)‥

O nOthing, any mOVement, bending neck forward, bending neck backward, tilting head to left,

tilting head to right, tuming head to left, tuming head to right, bending forward at waist,

bending backward at waist, tilting left at waist, tilting right at waist, twisting left at waist,

twisting right at waist, driving, Standing, Walking, running, lifting, S誼ing, getting up from

Seated position, Chewing, Changing positions, lying down, reading, WOrking, eXerC獲Smg,

laying on side in bed, Other (Please describe):

. What makes the symptom be請er? (circle all that apply):

O nOthing, resting, ice, heat, StretChing, exerCise, Walking, Pain medication, muSCle relaxers,

Chiropractic a4justments, maSSage, Other (please describe):

●　Describe the quality of血e symptom (Circle all that apply):

o Sharp, dull, aChy, buming, throbbing, Piercing, Stabbing, deep, nagging, Shooting, Stinging

Other (please describe) :

・ Does the symptom radiate to another part ofyour body (Circle one):　yeS nO

O Ifyes, Where does the symptom radiate?

. Is the symptom worse at certain times ofthe day or night? (please circle)

O No di餓3renCe Moming Aftemoon Evening Night Other

・ Have you received treatment for this condition and episode prior to today’s visit?

o N○

○　Anti-inflammatory meds

o Painmedication

o Musclerelaxers

O Trigger point垂ections

O Cortisone i可ections

O Surgery

O Massage

O Physical Therapy

O Chiropractic

o Other

2083 East 65血street

Brooklyn, NY l 1234

(718) 531-4325

Fax: (646) 435-2418

40 Exchange Place　　　　　　　9
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Dr. Anthony Biz Chiropractic We!!ness PLLC

Paticnt Na血e:

Sympto血6

Dr. Anthony Biz

Date:

NEW PATIENT HISTORY FORM

・ On a scale from O-10, With lO being the worst, Please circle血e number that best describes the

SymPtOmmOStOfthetime: 1 2 3 4 5 6 7 8 9 10

. What percentage ofthe time you are awake do you experience the above symptom at the above

intensity: 51015 2025 3035 4045 50 55 6065 7075 80 85 9095 100

・ Did the symptom begin suddenly or gradua11y? (Circle one)

. When did the symptom begin?

O How didthe symptom begin?

・ What makes the symptom worse? (Circle all that apply):

o nothing, any mOVement, bending neck forward, bending neck backward, tilting head to left,

tilting head to right, tuming head to left, tuming head to right, bending forward at waist,

bending backward at waist, tilting left at waist, tilting right at waist, tWisting left at waist,

twisting right at waist, driving, Standing, Walking, rurming, li飾ng, Sitting, getting up from

Seated position, Chewing, Changing positions, lying down, reading, WOrking, eXerCISmg,

laying on side in bed, Other (Please describe)‥

. What makes the symptom better? (Circle all that apply):

O nOthing, resting, ice, heat, StretChing, eXerCise, Walking, Pain medication, muSCle relaxers,

Chiropractic a4iustments, maSSage, Other (Please describe)‥

. Describe the qualdy ofthe symptom (Circle all that apply):

o Sha叩, dull, aChy, buming, throbbing, Piercing’Stabbing’deep’nagging, Shooting’stinging

Other (Please describe) :

・ Does the symptom radiate to another part ofyour body (Circle one):　yeS nO

O Ifyes, Where does the symptom radiate?

・ Is the symptom worse at certain times ofthe day or night? (please circle)

o No di節erence Moming Aftemoon Evening Night Other

・ Have you received treatment for this condition and episode prior to today’s visit?

o No

O Anti-inflammatory meds

o Pain medication

o Muscle relaxers

O Trigger point irjections

O Cortisone ir加ctions

O Surgery

O Massage

O Physical Therapy

O Chiropractic

o Other

2083 East 65th street

Brooklyn, NY =234

(718) 531-4325

Fax: (646) 435-2418

40 Exchange Place lO
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Informed Consent To Chiropractic Treatment 

 
The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order 
to move your joints.  You may feel a “click” or “pop," such as the noise when a knuckle is “cracked”, and 
you may feel movement of the joint.   Various ancillary procedures, such as hot or cold packs, electric 
muscle stimulation, therapeutic ultrasound or traction may also be used.   
 
Possible risks: As with any health care procedure, complications are possible following a chiropractic 
manipulation.  Complications could include fractures of bone, muscular strain, ligamentous sprain, 
dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury, or 
stroke, could occur upon severe injury to arteries of the neck.  A minority of patients may notice stiffness 
or soreness after the first few days of treatment.  The ancillary procedures could produce skin irritation, 
burns or other minor complications.     
 
Probability of risks occurring: The risks of complications due to chiropractic treatment have been 
described as “rare”, about as often as complications are seen from the taking of a single aspirin tablet. The 
risk of cerebrovascular injury, or stroke, has been estimated at one in one million to one in ten million, 
and can be even further reduced by screening procedures. The probability of adverse reaction due to 
ancillary procedures is also considered “rare”.   
 
Other treatment options that could be considered may include the following: 
• Over-the-counter analgesics.  The risks of these medications include irritation to stomach, liver and 

kidneys, and other side effects in a significant number of cases.     
• Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs 

include a multitude of undesirable side effects and patient dependence in a significant number of 
cases. 

• Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable 
disease in a significant number of cases.   

• Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as 
an extended convalescent period in a significant number of cases.   

 
Risks of remaining untreated: Delay of treatment allows formation of adhesions, scar tissue and other degenerative 

changes. These changes can further reduce skeletal mobility, and induce chronic pain cycles. It is quite probable that delay of 
treatment will complicate the condition, and make future rehabilitation more difficult.   
 
 
 

I have read the explanation above of chiropractic treatment. I have had the opportunity to have any questions 
answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing treatment. I have 
freely decided to undergo the recommended treatment, and hereby give my full consent to treatment.   
 
 
 
_____________________________       _______________________________      _______________ 
Printed name                Signature                  Date 
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