
Consent and Release Form
for Vitamin Therapy Injections 

I hereby authorize the following procedure:  administration of injectable vitamins, minerals, and other 
nutrients. I understand that Vitamin Therapy is not regulated or approved by the F.D.A.  and is not meant 
to treat or cure any disease.  I further understand that this procedure may be considered medically unnec-
essary.  It may or may not mitigate, alleviate, or cure any condition, nor has it been promised to do so.  

The principal side e�ects that may accompany Vitamin Injections  include: 
-bruising and stinging at the injection site or surrounding tissue
-muscular spasms, weakness, or fatigue
-allergic reactions (rare)
-local thrombophlebitis (very rare)
-fainting

Are you currently pregnant or planning to be pregnant in the next 6 months? ___________

Are you currently taking any prescribed medications? ____________   
    
Have you been diagnosed with any medical conditions? _____________

Have you ever fainted or had a negative reaction after receiving any injection? _____________

*If you answered yes to any question, please discuss this with your provider before starting your therapy. 

                                 
I, ________________________________ have elected to receive this Vitamin Therapy treatment from 
Results Mobile Health Care,  as I have determined for myself as appropriate for my health care needs.  

I understand that I may suspend or terminate my treatment at anytime.  I assume full liability for any 
adverse e�ects that may result from the administration of the proposed treatment.  I waive any claim in 
law or equity for redress of any grievance that I may have concerning or resulting from the procedure. The 
risks involved and the possibilities of complications have been explained to me. 

I hereby voluntarily agree to receive injectable vitamin therapy, and agree to the above release. I also 
verify that I have disclosed all medical history information to the best of my knowledge and I am not 
misrepresenting myself.

_____________________________________________ DOB _____/_____/_____
Print Patient Name

_______________________________________________ 
Signature

o�ce-623-266-7700
fax- 623-242-0385
o�ce@ResultsTesting.com

Please Print Your 
Last Name Initial ->

  MOBILE HEALTH CARE


