
 

General IV/IM Infusion Consent Form 

 

Name of Patient:___________________________________DOB:______________  

Intravenous Therapy: ____________________Condition for Treatment:____________

 

1. Ken Starr Wellness Group provides equipment and personnel trained and proficient in providing intravenous 

therapy. You have the right to be informed of the procedure, any feasible alternative options, and the risks and 

benefits. Except in emergencies, procedures are not performed until you have had an opportunity to receive 

such information and to give your informed consent. 

a. The procedure involves inserting a needle into your vein or muscle and injecting the formula 

described above by your physician/nurse. 

b. Alternatives to intravenous therapy is oral supplementation, prescription medications and/or dietary 

and lifestyle changes. 

c. Risks of intravenous therapy include: 

i. Discomfort, bruising, and pain at the site of injection. 

ii. Inflammation of the vein used for injection, phlebitis. Damage to adjacent structures, 

infection and bleeding.  

iii. In rare circumstances: severe allergic reaction, anaphylaxis, cardiac arrest, and death. 

d. Benefits of intravenous therapy include: 

i. Injectables are not affected by stomach or intestinal disease. 

ii. Total amount of infusion is available to the tissues. 

iii. Nutrients are forced into cells by means of a high concentration gradient. 

iv. Higher doses of nutrients can be given than possible by mouth without intestinal irritation. 

2. You have the right to consent to or refuse and proposed treatment at any time prior to its performance. Your 

signature on this form affirms that you have given your consent to the procedure(s) described above with any 

different or further procedures which, in the opinion of your physician, may be indicated. 

3. The procedure will be performed by registered nurses under the direction of Dr. Ken Starr  

4. I understand this treatment is not currently medically accepted procedure to treat this condition. This 

“experimental” treatment may not mitigate, alleviate, or cure the condition for which it is recommended. I 

assume full liability for any adverse effects that may result from the non-negligent administration of this 

proposed treatment. The risks involved and the possibilities of complications have been explained to me. FDA 

has not reviewed IV and IM infusion statements, and they are not intended to promote a product or service to 

diagnose, treat, prevent or cure a disease.  

5. Regarding diagnosed disease, chronic ailment, and acute medical needs, I am encouraged to receive medical 

care from a primary care physician. I may use physician referral to coordinate wellness services with Ken Starr 

MD Wellness Group to supplement ongoing medical care with my primary physician. 

6. If I have received detox related services, I understand that it is strongly advised I do not drive 

following my infusion procedure and have support/assistance available after treatment. 

7. I understand that it is strongly advised I stay in the facility for 30 minutes after my infusion for 

continued monitoring by physician/nursing staff.  

8. ARBITRATION AGREEMENT  

I understand that any dispute between myself and Ken Starr MD Wellness Group, including without 

limitation, employees, independent contractors, agents, and/or other service providers (collectively Ken Starr 

MD Wellness Group), regarding the services you were improperly, negligently or incompetently rendered, will 

be determined by submission to arbitration as provided by California law, and not by lawsuit or resort to court 

process except as California law provides for judicial review of arbitration proceedings. Both parties to this 

arbitration agreement, by entering into it, are giving up their constitutional right to have any such dispute 

decided in a court of law before a jury, and instead are accepting the use of arbitration. It is the intention of 



 

the parties involved that this arbitration agreement shall cover all claims or controversies, whether in tort, 

contract or otherwise, and shall bind all parties whose claims may, among other things, arise out of or in any 

way relate to treatment or services provided or not provided by Ken Starr MD Wellness Group to you. A 

demand for arbitration must be communicated in writing by US mail, postage prepaid, to all parties, 

describing the claim against Ken Starr MD Wellness Group, the amount of damages sought, and your name, 

address and telephone number, and if applicable, your attorney. The parties shall thereafter select a neutral 

arbitrator who was previously a California superior court judge, to preside over the matter. Both parties shall 

have the absolute right to arbitrate separately the issues of liability and damages upon written request to the 

arbitrator. I understand I shall pursue my claims with reasonable diligence, and the arbitration shall be 

governed pursuant to the Code of Civil Procedures 1280-1295 and the Federal Arbitration Act (9 USC 1-4). I 

intend this arbitration agreement to cover all services rendered by Ken Starr MD Wellness Group not only 

after this agreement is signed, but also before it was signed. I understand this agreement may be revoked by 

written notice within 30 days of signature and if not revoked will govern all services received. In the event any 

provisions of this agreement are declared void and/or unenforceable, such provisions shall be deemed severed 

therefrom and the remainder of the agreement shall be enforced in accordance with California law. By signing 

this contract I am agreeing to have any issue of medical malpractice decided by neutral arbitration and I am 

giving up my right to a jury or court trial. 

9. I understand that insurance does not cover IV and IM infusions, unless I have billed my insurance personally 

and have received confirmation directly from my insurance company regarding physician approved, medically 

necessary IV and IM infusions. I am financially responsible for any wellness service not covered by insurance. 

10. I understand that there is no refund for services once you have paid and/or received an IV/IM infusion, unless the 

nursing staff are unable to provide the service. I also understand that I will not be provided a refund for services if I have 

prepaid but neglect to attend my infusion appointment within that day, as the infusion formula will expire at the end of 

the day. I acknowledge I must arrive within nursing infusion hours to receive my prepaid infusion. If I arrive for such 

services in a violent, agitated, intoxicated or otherwise under the influence state, I will be turned away. If I did not receive 

services due to the inability of the practice to provide, I will be entitled to a credit or cash refund which expires 6 months 

from purchase. 

11. Your signature below means that: 

a. You understand the information provided on this form and agree to the foregoing. 

b. The procedure(s) set forth above has been adequately explained to you by your physician or nurse. 

c. You have received all the information and explanation you desire concerning the procedure. 

d. You authorize and consent to the performance of the procedure(s). 

 

 

DATE: ____________________ TIME: _________________________

 

 

PATIENT SIGNATURE: _____________________________________  

 

Adult Guardian Signature if a Minor _____________________________

 

 

PATIENT NAME PRINTED: __________________________________ 

 

GUARDIAN NAME PRINTED: ________________________________ 

 

 


