





3) Please do not take part in any strenuous physical activity for at least 2 hours following your m]GCthl’lS as
this could increase your risk of developing an allergic reaction to your injections.

4y Your injections should not be given if you are ill. Please notify the office staff prior to your injections if
you have had a temperature greater than 100.5 degrees, have an acute cough, colored drainage, or have
wheezing or tightness in your chest. We normally have appointments available for you to be evaluated by
the doctor or a physicians assistant within 48 hours if desired.

5) For the comfort of our patients with allergies and/or asthma, please refrain from wearing perfume,
aftershave, or-cologne into our office for your appointments.

CONSENT FOR ADMINISTRATION OF ALLERGY IMMUNOTHERAPY/ AUTHORIZATION FOR
TREATMENT

I HAVE READ AND UNDERSTAND THE INFORMATION IN THIS CONSENT FORM. THE OPPORTUNITY HAS
BEEN PROVIDED FOR ME TO ASK QUESTIONS REGARDING THE POTENTIAL RISKS OF ALLERGY
IMMUNOTHERAPY, AND EACH QUESTION HAS BEEN ANSWERED TO MY SATISFACTION. I UNDERSTAND
THAT PRECAUTIONS CONSISTENT WITH THE BEST MEDICAL PRACTICE WILL BE CARRIEND OUT TO
PROTECT ME FROM ADVERSE REACTIONS TO IMMUNOTHERAPY. 1 DO HEREBY GIVE CONSENT FOR THE
PATIENT DESIGNATED BELOW TO BE GIVEN ALLERGY INJECTIONS OVER AN EXTENDED PERIOD OF TIME
AND AT SPECIFIED INTERVALS, AS PRESCRIBED BY DR. MCCLELLAN. 1FURTHER HEREBY GIVE
AUTHORIZATION AND CONSENT FOR TREATMENT, BY DR. MCCLELLAN AND HIS STAFF, OF ANY
REACTIONS THAT MAY OCCUR AS ARESULT OF AN IMMUNOTHERAPY INJECTION.

Printed Name of Patient Date

Signature of Patient (or Legal Guardian)




