Holistic Healing
Serious Nutrition for Challenging Times




562-496-2340 (o)


3816 Woodruff Ave., 102






562-627-0902 (fx)
Long Beach, CA  90808






drlucyrojo@yahoo.com
Consent and Authorization for INTRAVENOUS / INJECTION PROCEDURES

To:  __________________________________________________________________________________

(Patient Name)
Procedure:  ____________________________________________________________________________

Doctor performing procedure:  Lucy Rojo, ND
1.
Holistic Healing provides facilities and personnel to assist you in receiving intravenous therapy.  You have the right to be informed of the procedure, any feasible alternative options, and the risks and benefits.  Except in emergencies, procedures are not performed until you have had an opportunity to receive such information, have the opportunity to receive such information and to give your informed consent.


a)
The procedure involves inserting a needle or plastic catheter into your vein and slowly infusing a customized formula described above by Dr. Rojo.

b)
Alternatives to intravenous therapy are oral supplements and/or lifestyle and dietary changes.


c)
Risks include:



i)
discomfort, bruising and pain at the site of injection,



ii)
inflammation of the vein used for injection,



iii)
severe allergic reaction, anaphylaxis, cardiac arrest and death


d)
Benefits of intravenous therapy include:



i)
nutrient availability whose absorption is not affected stomach or intestinal disease



ii)
customizable intravenous formulations designed for your specific health challenge


iii)
mobilization of nutrients into cells be means of high concentration gradient



iv)
higher doses of nutrients than possible by mouth without intestinal irritation

2. You have the right to consent to or refuse any proposed treatments at any time prior to its performance.  Your signature on this form affirms that you have given your consent to the procedure(s) described above with any different or further procedures which, in the opinion of your physician, may be indicated.

Your signature below means that:


a)
you understand the information provided on this form, you practitioner and agree to the foregoing,


b)
the procedure(s) set forth above has been adequately explained to you by your physician,


c)
you have received all the information and explanation you desire concerning the procedure and


d)
you authorize and consent to the performance of the procedure(s).

SIGNATURE:  _________________________________________________________________________

(PATIENT/REPRESENTATIVE)
DATE:  ___________________________

If signed by a representative, indicate relationship:  _______________________
 DATE: ______________

WITNESS:  ___________________________________________________________________________

Patient Notes:
I have a central line*
Yes___

No____




I have a PICC line*
Yes___

No____

*  If yes answered, please provide the name and contact information of the intravenous team nurse or doctor.

