
Cami R. Lokken, Ph.D. 
 
 

Informed Consent for Treatment 
 
 
 

Name:  ______________________________________ 
 
 
 
 
My signature below confirms that: 
 

 

• I have read the Office Policies and Fee Schedule and had my questions about them 
answered to my satisfaction. 
 

• I openly elect to proceed with services with Cami. 
 

• I understand I can withdraw this consent at any time.  
 
 
 
 
 
 
 
 
______________________________________________________  _______________ 
 

Signature         Date 
(electronic signature acceptable) 
 
 


