
 

 

Informed Consent Form 

 
 

I was fully explained and understand the purpose of medical nutrition therapy and the 

benefits and risks, if any, associated with such therapy.  I understand the results are not 

guaranteed. 

 

Patient name________________________________________Date____________ 

 

Patient signature_____________________________________________________ 

 

Medical Information Release Form 

 

Please check one of the following choices regarding release of medical information. 

 

____Yes, this information may be disclosed to my Primary Care Physician (PCP)  

         and specialist physician(s) for the purpose of coordinating care. 

 

____No, this information may not be disclosed to my Primary Care Physician (PCP) or             

         specialist physician(s). 

 

I authorize the release of all healthcare information to the following individual/family 

member: 

 

Name_________________________________ Relationship_________________ 

 

Phone ________________________________ 

 

_________________________________________________________________________ 

I understand that I can change the choices I have made above and can execute a new 

Medical Information Release Form at any time. 

 

Patient name_________________________________________Date___________ 

 

Patient signature_____________________________________________________ 
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