
 

Consent for Adult Outpatient Treatment: 

I, _________________________________, date of birth _______________ agree to outpatient 

treatment and/or assessment with D. David Mu, MD.  

I agree that the following members of my family or other important people in my life can be 

involved in my treatment: 

 

___________________________________ 

___________________________________ 

___________________________________ 

__________________________________       

 Signature/Date  

 

 

__________________________________                  _________________________      

                Address                                                         Telephone Number             

 


