DAvVID LONDON MD

567 Vauxhall Street Extension, Suite 218
Waterford, CT 06385

phone: 860-443-5822

fax: 860-444-0581

Consent For Care

I, the patient or patient’s legal representative, hereby grant permission to David London, M.D. to
perform such examinations, medical, and therapeutic procedures as may be professionally deemed
necessary or advisable and to communicate about them via telephone, mail, facsimile, and e-mail for
my/the patient’s diagnosis, treatment, payment, and healthcare operations.

| am aware that the practice of medicine is not an exact science and that no guarantees or promises
have been made to me as to the result of treatment or examination.

Patient Signature: Date:

Patient Printed Name:

The authorization below is given on the patient’s behalf because the patient is either a minor or unable
to sign.

Name: Relationship to Patient:

Signature: Date:




