
Cami R. Lokken, Ph.D. 
 
 

Consent for Treatment 
 
 
 

Name:  ______________________________________ 
 
 
 
 
My signature below confirms that: 
 

 A copy of the Privacy Policy (HIPAA document) has been offered to me.   
 

 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. 
 
 
 
 
 
 
 
 
______________________________________________________  _______________ 
 

Signature         Date 
 
 
 
 


