Out of office hCG Request (2 pages)

Patient: __________________________
DOB: _____________________

Please note that it is a requirement of prescribing hCG from a physician that the patient receive an initial physical and oversight by a doctor in order to insure that no harm come to the patient as a result of the hCG.  In some instances, the radiant MedSpa may be able to supply a patient with hCG long distance, but only if attended to by another doctor.

In this instance, when the patient is unable to attend the Radiant MedSpa, it is necessary that the patient have a physical and be in the care of a licensed doctor in from the patiient’s area of residence and have this form filled out and signed.

Also, the patient by signing below, gives allowance to the Radiant MedSpa and the attending doctor to freely share medical information to nsure the safety of the patient.

Patient’s Rights:

I understand that I do not have to sign this authorization.  I may revoke this authorization in writing.  To view the process for revoking this authorization, please read the privacy notice where your information is being released.  I understand that once the health information I have authorized to be disclosed reaches the noted recipient, that person or organization may re-disclose it, at which time it may no longer be protected under Privacy laws.

Patient Authorization:

SIGNATURE:_______________________________________________________

DATE:___________________________

Patient, Legal Guardian*, or Authorized Representative*

(*Please provide documents to prove authority to sign on behalf of patient.)

Out of office hCG Request (2 pages)

Patient: __________________________
DOB: _____________________

Physycian’s Autorization – of low dose hCG use:

                                      (under 1200 I.U.’s/week)

Doctor:________________________________

Address:

______________________________________

______________________________________

______________________________________

______________________________________

Phone:________________________________

Email:_________________________________

The patient listed above has attended for a physical and will further have medical oversight by the physicain listed above while taking hCG.  I, the physician listed here, do authorize the release of low dose hCG to this patient.

Doctor’s signature:_______________________      Date:___________________
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