YOUR CLINIC NAME · Address · Phone
Consent to Assessment & Treatment
Ref.: {{_responseId}}   ·   Date: {{_date}}
	Patient
	{{Patient Name}}

	Date of birth
	{{Date of Birth}}

	Reason for visit
	{{Reason for Visit}}

	Parent / guardian
	{{Guardian Name}}



Consent
I consent to assessment and treatment as discussed with my clinician. I understand the nature of the treatment and that I may withdraw consent at any time.
	Consent given
	{{Consent}}



	

______________________________
	

______________________________

	Patient or guardian signature
	Clinician


Sample wording only. Check it against your local regulations and professional body guidance.
Template from autodoc.pixorhythm.com · Fields in double curly braces are filled by AutoDoc for Google Forms




