FAMILY ALLERGY & ASTHMA CARE
Immunotherapy Consent
I would like the start Allergy Immunotherapy. I understand a treatment set of allergy serum will be made specifically for me. The office will continue to supply my allergy vaccine until I inform them, in writing that I wish to stop therapy.

Patient Name:________________________________________________________________________________

Patient Signature:____________________________________________________________________________

Date:_________________

Witness:_______________________________________________________________________________________

Date:_________________
