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CONSENT FORM TREATMENT

HAAD License No. MF 968 DED License No. CN-1028866

Patient Name Age Gender Date

I voluntarily came in Health and Style Medical Center LLC and accept the treatment plan that the
medical practitioner deemed necessary for my health.

The services will be provided by a registered Podiatrist, without given any guarantees of full recov-
ery from the services. My agreement will be effective until my treatment is complete. This is my
agreement to routine and urgent Podiatric procedures (which might include trimming and debride-
ment of toenails, cutting and paring of corns and callosities, excision of nail fold ingrown with or
without lidocaine local anesthesia as necessary, mechanical computerized and visual examination,
insoles fitting..etc.)

Signature of PATIENT or PARENT or LEGAL GUARDIAN:

Patient Name Witness Name
Signature Signature
Date Date
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NOTE: PATIENT'S 15 years old and less should be accompanied by their parents or relatives:

Patient Name:

Signature:

Date:
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