Informed Consent: for T. Mark Bedillion, MD

I. PHYSICIAN'S DISCLOSURE OF ALTERNATIVE AND COMPLEMENTARY APPROACHES
Some of the methods of diagnosis, treatment, and interventions offered are considered ALTERNATIVE or COMPLEMENTARY.  This means that the approaches may be outside of the normal, routine, conventionally accepted practice of medicine.         (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

ALTERNATIVE or COMPLEMENTARY approaches may be offered by licensed physicians in addition to conventional approaches.  You, the patient need to be informed of the nature of these treatments, including the potential for benefit and the potential risks.     (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

It is thought that these ALTERNATIVE approaches offer a reasonable potential for benefit for a condition, and that the RISK does not outweigh the potential for gain.        (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

COMPLEMENTARY and ALTERNATIVE MEDICINE may not be accepted by most licensed physicians. CONVENTIONAL MEDICINE is that offered by most licensed physicians and is the generally accepted method of routine practice, based upon medical training, experience, and review of the peer reviewed scientific literature. 

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

These ALTERNATIVE and COMPLEMENTARY METHODS should be based on scientific evidence and clinical experience, and not based on placebo alone.     (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

II. The Patient's Acknowledgment Of A Satisfactory Explanation of the Objectives, Expected Outcomes, and Goals of the Proposed Treatment - Prior to the Alternative Treatment
Prior to starting an alternative treatment, you have been given an explanation of the objectives, expected outcomes, and goals of the proposed treatment.  You have been given the opportunity to have your questions answered. 

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

Prior to starting any alternative treatment you have been given a satisfactory explanation of the risks and benefits of the treatment and the extent to which the treatment may interfere with any ongoing or recommended medical care. 

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

Prior to starting the alternative treatment you have been given an explanation of the underlying basis or mechanism of action of the treatment proposed in a manner that is understandable to you.  

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

You understand that none of the proposed treatments have been evaluated or approved by the United States Food and Drug Administration (FDA).      (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)
If at any time the patient feels they have not had a satisfactory explanation of any treatment, they will contact the physician for further explanation until the patient is satisfied that they understand the proposed treatments. 

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

III. The Patient's Acknowledgment of the Use of Dietary Supplements and the Patient's Option to Purchase the Supplements From Any Source
The physician may recommend that vitamins, minerals, essential fatty acids (fish oils), and other dietary supplements be taken by the patient.  The physician may offer supplements for purchase by the patient AT A PROFIT TO THE PHYSICIAN.  

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

The patient has the option to purchase the supplements from other vendors, pharmacies, or over the internet.  The following are other options to purchase the supplements:  People's Pharmacy, Austin ( www.peoplesrx.com ), Rockwell Nutrition ( www.rockwellnutrition.com ), Vitacost ( www.vitacost.com ), iHerb ( www.iherb.com ), Life Extension ( www.lef.org )
(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

III. The Physician may offer a special service to the patient for convenience, which is to pack the patient's supplements into DAILY PACKETS. 
 

The Physician may offer a service to the patient to pack the supplements into DAILY PACKS.  This is not mandatory, and the patient has the option to purchase and organize the supplements independently of the physician. 

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

 

This daily packet would contain the supplements that the physician recommends on a daily basis.  The Physician, or the Physician's employee, takes the supplements out of the individual bottles in a clean, but non-sterile environment, and places the supplements from different bottles into a small baggie as a convenience for the patient.  

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

 

The patient acknowledges that they have been given a satisfactory explanation of the contents of the daily packets.  The packets will NOT have all the ingredients and doses listed on the pack, but the patient is satisfied that they have an understanding of what they are taking and the reasons for the supplements.   

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

IV. The Patient's Disclosure of all treatments that may have an effect on any treatment that the Physician may propose.  
The patient has disclosed all their prior and present treatments, history, and behaviors that may have an effect on the outcome of the proposed treatment plan.    (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

V. The Patient understands that they will need a primary care physician for general medical exams (like prostate, breast, and genital exams), cancer screenings, vaccinations, and the traditional screening tests for the early detection of diseases.  

The Patient understands they will need to be under the care of another Physician to order and track the recommended cancer and disease screenings.  An example is the schedule of recommendations for breast exams, mammograms, colonoscopies, Pap Smears, etc. (Link to the American Cancer Society website:  http://www.cancer.org/healthy/findcancerearly/cancerscreeningguidelines/american-cancer-society-guidelines-for-the-early-detection-of-cancer )       (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

 

The Patient understands that the proposed treatments are NOT A COMPLETE MEDICAL DIAGNOSTIC &  TREATMENT PROGRAM.   (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

 

The Patient understands that the proposed treatments are limited in scope to individual problems being addressed, and are NOT meant to address ALL or even MOST of the Patient's medical problems.  

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)

VI. Documented Treatment Plan
 

The Patient acknowledges that they understand the Treatment Plan.  This includes the treatment, the objectives of the treatment, and the expected benefit and risks associated with the Treatment Plan.  (INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)
VII. Email Communications Between Physician (and Staff) and Patient

The Patient understands that communications by text or email (not secure forms of encryption) may be used to communicate.  Sensitive personal medical information will be determined by the Physician, and this sensitive information will only be sent by secure means like fax.  The Patient will contact the Physician if they feel any sensitive information is being sent inappropriately by email or text, and ask that only encrypted communication be used.  

(INITIAL HERE IF YOU UNDERSTAND AND ACCEPT __________)
__________________________________________________________________________________________________
Patient's Name / Signature:  __________________________________     Date:   ___________

Physician's Name / Signature:   _______________________________      Date:   ___________
Form was read to patient:   By Staff – Initials ________  By Doctor – Initials ________
