Medical Treatment Consent for Chronic
Disease Management

Date: [Insert Date]
Patient Name: [Insert Patient Name]
Address: [Insert Patient Address]

City, State, Zip: [Insert City, State, Zip]

To Whom It May Concern:

I, [Insert Patient Name], hereby give my consent for medical treatment related to the
management of my chronic disease, [Insert Disease Name]. This treatment plan has been
explained to me in detail by my healthcare provider, [Insert Provider's Name], including the
nature of the treatment, the potential risks and benefits, and the alternatives available.

| understand that this treatment may involve various procedures and medications that are
necessary for the effective management of my condition. | have had the opportunity to ask
questions and have received satisfactory answers regarding my treatment.

By signing this consent, | acknowledge that | have read and understood the terms and conditions
of this treatment plan. | am aware that | can withdraw my consent at any time, but that it may
affect my ongoing management of this chronic condition.

Signature:

Date:




