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Intravenous Therapy Consent Form 

 
I, __________________________________ have been informed by my physician that Vitamin 
therapy for treatment will be administered at my request and on my physician’s 
recommendations. My physician has also informed me that I may experience side effects such as 
discomfort at the injection site, thrombosis, sclerosis of the vein from long term therapy, and that 
my physician will try to prevent them. If necessary, I agree to change my lifestyle to a healthier 
one (no smoking, weight control, regular exercise, nutritional supplements, proper diet etc.). I 
understand that such lifestyle changes will greatly enhance the benefits of vitamin therapy and 
that to continue such benefits may require further IV therapy’s from time to time. I further 
understand that in initial series, there will be continued evaluation of necessity of further 
treatments. I have also been informed that smoking interferes with these treatments to improve 
my circulation and that smokers do not derive as much benefit as non-smokers. To be further 
informed of possible side effects of detoxification such as headaches, nausea, joint pain, itching 
and nasal sinus congestion.  
 
I, ___________________________________ hereby acknowledge by this statement that I have 
been fully informed, that some and perhaps all, of the medical services provided by MNHC 
provider. On or after this date by my physician may be “non-covered” services and not 
considered reasonable and necessary under the Medicare program and/or other medical insurance.  
 
I realize that my insurance coverage including Medicare will not pay for such “non-covered” 
services and that I will be personally responsible for payment to Dr. Lena Fernandez for all such 
“non-covered” services. I understand that I am responsible for payment at the time services are 
rendered to me.  
 
I have read all of the above and have had other information given to me about chelation treatment 
so that I fully understand what I am signing and hereby request and consent to receive these 
treatments.  
 
 
_________________________________    ________ 
Signature of Witness                                    Date  
 
 
__________________________________ 
Signature of Patient or Responsible person  
	


