B12 Shot Consent & Release Form
Name: ______________________________________________________

Date: _____________

Address: _________________________________________________________________________
City / State / Zip: __________________________________________________________________
Phone: __________________________

E-mail: _______________________________

Occupation: __________________________________ Date of Birth: _____________ Age: ______
Referred by: _____________________________________________________________________
Emergency Contact
Name / Relationship / Phone: ______________________________________________________________
I request treatment with B12 or MIC-B12. The injection of B12 and MICB12 was explained to me. My questions
about the procedure have were explained to my satisfaction. The information given to me is clear, and I
understand the risks, benefits, possible side effects, of the treatment.
I understand the recommended does for B12 is 1 to 2 ML intramuscular with a weekly dose.
Possible side effects can include irritation, infection, bruising, and tenderness at the injected area.
I certify that I do not have an allergy to sulfa or cobalt.
I certify that I do not have a liver or kidney impairment that I am aware of.
Please mark if you have any of the following conditions:
☐Fatigue
☐Low, depressed mood
☐Pernicious Anemia
☐Weight issues
☐Irritability/moodiness
☐Pregnant/trying to become pregnant
☐Breastfeeding
☐Heart Disease
☐Diabetes
☐Memory loss/Alzheimer's ☐Sleep disorders
☐Osteoporosis
☐Tendonitonits
☐Asthma
☐Allergies ☐History of Migraines ☐Immunosuppression
☐Thyroid disorders
☐IBS/Inflammatory Bowels
☐Numbness/tingling of body
Pertinent medical/family history:______________________________________________
Current medicationsand dosage and over the counter and vitamin supplements:
__________________________________________________________________________________________
________________________________________________________________________________________
Medication allergies: ______________________________
Have you ever had any adverse reaction to a vitamin or an injection? ☐Y ☐N
Before this and EVERY injection, I will inform the service provider if I have any of the following:
☐Leber's Disease
☐Kidney Disease
☐ Liver Disease ☐Any infection
☐ Iron deficiency
☐Talking methotrexate ☐Cobalt/Sulfa allergy ☐Polycythemia Vera (blood disorder) ☐History of Gout
I certify that I am in good health and have my physician's approval. I have read the above information about the
B-12 injection. I had the opportunity to ask my personal physician's questions that I may have had before
receiving this injection. I understand the benefits and risks of this injection. I release the service provider and
employees from all liability arising from or in connection with this injection.
Vitamin b12 is safe and non-toxic even when taken in high doses. However, I understand that it is possible that I
could have an adverse reaction, though rare they can include: mild diarrhea, anxiety/panic attacks, heart
palpitations, insomnia, breathing problems, chest pain, skin rashes/hives.
Most common side effects are redness/swelling and soreness around the injection site lasting up to a few days.
Vitamins and nutritional supplements are not intended to diagnose, treat, cure, or prevent any diseases or
illnesses.
Name:___________________________Signature______________________ Date:______________

