
Consent for Experimental Medical Treatment 

Date: [Insert Date] 

Patient Name: [Patient's Full Name] 

Date of Birth: [Patient's Date of Birth] 

Address: [Patient's Address] 

To Whom It May Concern, 

I, [Patient's Full Name], hereby give my consent for the administration of the following 

experimental treatment(s): 

• [Description of the experimental treatment] 

• [Name of the drug/procedure] 

• [Purpose of the treatment] 

I understand that this treatment is considered experimental and has not been fully approved by 

[Name of Regulatory Body, e.g., FDA]. I have been informed about the potential risks, benefits, 

and alternatives to this treatment. 

Risks and Benefits: 

[Briefly outline the risks and benefits of the treatment] 

Alternatives: 

[Outline any alternative treatments available] 

I confirm that I have had the opportunity to ask questions and have received satisfactory answers 

regarding the treatment. 

By signing this document, I confirm that I understand the nature of the treatment and the 

associated risks, and I voluntarily consent to the proposed treatment. 

Signature: _____________________________ 

Date: _____________________________ 

Witness: 

Witness Name: ______________________ 



Witness Signature: ______________________ 

Date: ______________________________ 


