
Dear Patient, 

Dynamic Regenerative Care 

INFORMED PATIENT CONSENT 

A technician will be with you shortly. The technician will ask various 
questions about your medical background and perform basic tests. This 
information is intended to help our physician/physician assistant gain a 
better understanding of your medical history before your evaluation. 
I, _______________ , acknowledge that I have been 
previously cleared by my treating Physician to have moderate exercise. I 
agree to pay any fees associated with services and any additional tests 
upon completion of my visit, these fees are final and non-refundable. I 
consent to treatment by the Dynamic Regenerative Care physician 
indicated below. I acknowledge that these services may be considered to 
be elective treatments, and that they may not be covered by Medicare. I 
understand I have the right to refuse any procedure or treatment and I have 
the right to discuss all medical treatments with my clinician. 

Signed this ___ day of ______________ _ 

Patient's Signature: ___________________ _ 

Doctor's Signature: ___________________ _ 
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