Standing Medical Order Consent Document

This consent document authorizes the healthcare provider to admmister standing medical orders as deemed necessary for my care.

Patient Information

Full Name:

| |

Date of Birth:

| |

Address:

Consent

I understand and consent to the admmnistration of standing medical orders as recommended by my healthcare provider. I have had an opportunity
to ask questions regarding this consent and all my questions have been answered.

Signature:

| |

Date:
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