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INFORMED CONSENT FOR OFFICE PROCEDURES 

I hereby request and authorize: Dr. Aditi Menon to perform on me (or on the patient named below, for whom I am legally 
responsible) the following procedure: 

____ Trigger point injection to the following areas: cervical /  thoracic /  lumbar /specific region/level: 

____ Joint Injection of:  

____ Greater occipital nerve block (RIGHT /  LEFT / BILATERAL ) 

____ Tendon injection: (RIGHT/LEFT/BIL)  

____Platelet Rich Plasma (PRP) injection 

____ Other : 

Response to treatment varies with each individual. Much depends on the extent of injury, whether the injury is acute or chronic, as well as your 
bodies healing ability. We caution patients of the possibility to expect some increased discomfort for the first 24-48 hours which may be related to 
injection site pain or 
which is the natural response of the body.  It is the inflammation that causes temporary discomfort. Depending on particular procedure, you may 
treat this response with alternating applications of heat & ice (minimal to none for PRP) or oral supplements as XFlame, Tumeric, Tylenol.  For 
certain procedures (PRP, prolozone) we ask patients to avoid the use of NSAIDs such as ibuprofen during this time, as this inflammation is desirable 
& part of the healing process. 

I understand and am informed that there are some risks to treatment, including but not limited to infection, allergic reaction and local 
inflammation as well as a possible increase in pain as described above.  I do not expect the doctor to be able to anticipate and explain all risks and 
complications. I wish to rely upon the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based 
upon the facts then known to him or her, is in my best interest. 

I have had an opportunity to discuss with Dr. Menon  and/or with other office or clinic personnel the nature and purpose of this procedure. I 
understand that results are not guaranteed.   I have read, or have had read to me, the above consent. I have also had an opportunity to ask 
questions about its content, and by signing below I agree to the above-named procedures. I intend this consent form to cover the entire course of 
treatment for my present condition and for any future condition(s) for which I seek treatment. 

Printed Patient Name ____________________________ Patient or Guardian Signature__________________________  Date __________ 
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HIPAA Compliance Patient Consent Form 

 Our Notice of Privacy Practices provides information about how we may use or disclose protected health information. 

ascertain that by your signature that you 
have reviewed our notice before signing this consent. 

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date. 

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare 
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health
Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or 
healthcare operations. 

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially anonymous
usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not 
be retroactive. 

By signing this form, I understand that: 

Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
The practice reserves the right to change the privacy policy as allowed by law.
The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.
The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments?  YES  NO 

May we leave a message on your answering machine at home or on your cell phone?  YES  NO 

May we discuss your medical condition with any member of your family?  YES  NO 

If YES, please name the members allowed: 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

This consent was signed by: ____________________________________________________ 
 (PRINT NAME PLEASE) 

Signature: ________________________________________________________________   Date: _________________ 

Witness: _________________________________________________________________   Date: _________________ 


