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5601 NW 72nd Street, Suite 232
Oklahoma City, OK  73132

(405) 603-1941
CONSENT FOR TREATMENT



The following information is to be completed by the patient, or the patient’s legally

authorized representative/parent:


I consent to medical treatment for myself or for the patient for whom I am the parent or

legally authorized representative. I understand that the Nutrition Specialists, PC will share patient health information according to federal and state law for treatment,

payment, and operations.

I understand that the patient is responsible for all charges incurred, regardless of the

patient’s insurance status. The patient agrees to pay for services as the patient incurs the charges. I authorized Nutrition Specialists, PC to file insurance claims, including Medicare, on my behalf and I authorize the insurance provider to pay Nutrition Specialists, PC for services rendered.

Signature of Patient: ____________________________ Date: ____________________


Signature of Legally Authorized Representative: _______________________________


Relationship of Legally Authorized Representative to Patient:_____________________


Date: _______________
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