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RELEASE OF ANTIGEN CONSENT FORM 

 

PATIENT: ______________________________ 

 
   I request that my own or my child’s allergy extract prepared by Capital Allergy &   

   Respiratory Disease Center (CARDC) be administered 

   under the supervision of _____________________________________. 
 

________________________________________________ 

Signature of Patient or Parent                                          Date 

 
By signing this form, the supervising physician acknowledges his or her medical 

responsibilities. These responsibilities include reading the Allergy Immunotherapy 

instructions before beginning this therapy, doing patient assessment before giving 

injections and treatment of untoward local and or systemic allergic reactions for a 

period of one full year from the date this consent was signed.  

 

Systemic reactions include the skin, respiratory tract, gastrointestinal tract and 

cardiovascular system (such as anaphylactic shock). Patients are not to receive their 

allergy injections anywhere except in the physician’s office and while the responsible 

physician or delegate is on the premises. A minimum in office observation period of 

thirty minutes must be adhered to following injections. Please call our office for any 

questions. (916) 453-8696 

____________________________  _____________________ 
Name of Supervising Physician (print)    Date 

 

_______________________________ 

Signature of Supervising Physician 

 

_______________________________ 

City                       State        Zip Code 

 

_______________________________ 

Area Code             Phone Number 

 

Please have the physician who will be supervising allergy injections sign and 

return to our office. Thank you.  

 

 

 

CARDC-Physician: BEC_______NGP_______SM______HC/CTA________ 

 

 


