Consent for Treatment
Consent for Treatment
Consent for lactation consultation services
	Please read carefully
This consent explains permission to receive lactation consultation services and participate in care planning.


Consent for Treatment
I consent to receive lactation consultation services from the provider. I understand that the information I provide will be used to guide my care plan and that I may ask questions at any time.
Acknowledgment
	☐ I consent to treatment and have had the opportunity to ask questions.


Signature
	Client / patient name
__________________________________________________________
	Date of birth
__________________________________________________________

	Client / patient signature
__________________________________________________________
	Date signed
__________________________________________________________
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