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PRIVATE CLIENT INFORMED CONSENT FORM
Private Clients Name :________________________________________
Address :___________________________________________________

You are asked to read the following material and sign after each clause. This is to ensure that you are informed and have knowledge of the services and treatment available at the Preventief Medisch Centrum, a company (“PMC”). You understand and agree that your signature(s) is/are evidence of informed consent by you of said services and treatment. Signing each clause herein and autographing this form will indicate that you have been informed of the risks (if any) associated with said services and treatment and have given your informed consent to said services and treatment.
Signed : _____________________

Medical Records :
All records regarding your health condition will remain confidential unless you specifically waive said confidentiality.

Signed : _____________________

Description of Services and Treatment :

1) You will receive consultation with the medical doctor(s) administering said services and treatment to assess your physical condition before said treatment.

2) You will receive purified cord blood stem cells by personalized injection protocol. Administration of said stem cells will be at the discretion of the attending physician.

3) You will receive messenger RNA by personalized injection protocol. Administration of said stem cells will be at the discretion of the attending physician.
4) The following tests will be completed prior to your stem cell administration:

- Complete Blood Count

- Metabolic Panel

- HIV Western Blot Test

5) You will receive post services observation for any possible immediate reactions (1 hour).
I, ................................consent to have blood drawn for the above mentioned tests.

Signed : _____________________

Risks :
Consultation With A Medical Doctor :
The treating physician will monitor you after said services and treatment. You understand and agree that the treating physician(s) is/are not replacing your primary care doctors. You understand and agree that it is your responsibility to consult your personal physician for your routine needs.
Signed : _____________________

Cord Blood Stem Cell Therapy :
(1) You understand and agree that none of the following enumerated responses have been clinically documented by PMC and are purely theoretical. Risks involving stem cell utilization include allergic symptoms associated with any non-autologous injection. Said risks include but are not limited to nausea, dizziness, rapid heart rate, rash, itching, swelling at the site of injection and low blood pressure. You understand and agree that there may be a small risk of infection at the injection site.
(2) You understand and agree that as with all medications, there may be additional, unanticipated side effects, which have not yet been identified. You understand and agree that if you have any side effects during your visit, you should immediately notify the on site treating physician. You understand and agree that if the side effects continue to persist that you should contact your primary care physician.

(3) You understand and agree that you will have post treatment observation for possible immediate reactions by the administering physician.
(4) You understand and agree that the treatment contemplated hereunder has not received United States Food and Drug Administration approval and is in trial phase. 
(5) You understand and agree that you have been informed by PMC of the known risks (if any) associated the with use of stem cells.

(6) In connection with the foregoing, you hereby agree and stipulate to hold PMC, and its officers, directors, employees, contract physicians, contract service providers, members, shareholders, and agents harmless from any and all liability associated with the treatment of your condition using cord blood stem cells.

Signed : _____________________

Right to Withdraw :
You have the right to refuse any treatment recommended to you by the treating physician(s), and can withdraw from treatment at any time. If you withdraw prior to the point where the stemcells are being taken out of the freezer you will be reimbursed the treatment cost paid less a 20% administrative fee. If you withdraw after having received the stem cells there is no reimbursement to you of your treatment cost and by any withdrawing after having received the stem cells you waive any and all claims.
Signed : _____________________

Payment for treatment:
You agree that you have been informed of the cost of the treatment, and agree to pay PMC before said services and treatment are administered. You understand and stipulate that PMC has made no warranties either express or implied whether your insurance, if any, will pay for any part of the said cost for the administration of stem cells.

Signed : _____________________

NO WARRANTIES
You agree that you understand, stipulate and certify that the services and treatment herein offered to you are complimentary to the treatment and care that you are receiving from your primary care physician(s); and you further understand, stipulate and certify that PMC its afficiates, contractservice providers, agents, contract physicians, and its associated clinics have not made any express or implied warranty, representation or claim to you that said services  or treatment will cure your disease or condition.
Signed : _____________________

You represent you have read this informed consent document or it has been read to you. You represent you understand its contents and freely consent to the services and treatment enumerated herein of your own free will and volition. You also acknowledge that a copy of this consent form has been given to you.
Signed : _____________________

ATTENTION
Your autograph below and you signature on this clause along with your payment to PMC for the services and treatment stated herein enters you into a private contract with PMC. By said autograph, signature and fee payment you acknowledge and accept all of the herein stated terms and conditions in full. You stipulate that your request for said services and treatment of the administration of stem cells is done knowingly, willing and is done of your own free will and volition. You assent and agree that PMC its affiliates, contract physicians, contract service providers and agents have made no warranties or representations to you involving the use of stem cells for the treatment of any disease or condition. You assent and agree and PMC restates herein that the use of stem cells for the treatment of any disease or condition carries with it no warranties, either express or implied, of a cure or reversal of any disease or condition. You acknowledge and agree that PMC has not presented stem cell treatment to you as a cure for any disease, condition or injury. You represent and acknowledge that all information supplied by you and used by PMC and its officers, directors, employees, contract physicians, contract service providers, members, shareholders and agents is accurate.
Signed : _____________________

Date :__________________________
Client’s name printed :_________________________________________________
Signature :________________________________

If client is represented by a legal guardian, the legal guardian of the person of client, that he/she is the duly appointed legal guardian of the person of client, that a court certified copy of said guardian’s appointment has been supplied to PMC, that said appointment is still in effect and has not been withdrawn, cancelled, modified or terminated and that under said appointment said guardian has the authority to consent to client receiving said stem cell treatment; and further aid legal guardian understands PMC is relying upon the aforesaid representations of said legal guardian.
Printed name of legal guardian :___________________________________________

Address of legal guardian :_______________________________________________

Signature of legal guardian :______________________________________________

