
 

 

Consent for Authorization to Treatment 

I voluntarily authorize, request and consent to outpatient care services, including 
procedures, examinations, and medical treatment as ordered by my physicians, his/her 
assistants, or other health care providers. I understand that no warranty or guarantee 
has been made of a specific result or cure. I agree to actively participate in my care to 
maximize its effectiveness. 

 

__________________________________                                 _________________ 

Signature                                                                                      Date 

 


