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ODAM MEDICAL GROUP
Family Care 82 Chronic Diseases

Consent to Treat Form

1. 1 mzmaame)gwepemmfawmmmemuptogmm
medical treatment which may also include all due vaccinations.

2. \awwommwsmpwmmmmwmmmmmunmnm
I understand that:
Mmmwmtommmlmmwmwmymm

company.

t must pay my shars of the costs.
- Imustpayfortmooslofmmifmymmdoumtm
= if you do not have insurance, you will not be bilted.

3. |understand:
o | have the right to refuse any procedurs of treatment.
thavetheﬁo%\tﬁodbcussallmmursammmmydhidm.

PLEASE COMPLETE THE FOLLOWING

First Name, Mididle Name Last name

Date of Birth Phone Number Gender,
Ethnicity Race

Address City. Siate

Zip Code

insurance, Group Number 1D Mumber

Patient’s Signature Date
Parent or Guardian Signature Dats

{For childran under 18)

Parent or Guardian Print Name



