
Waiver and Release 

I ________________________________ (the undersigned) hereby consent to treatment at Ingram Healthcare, PC, 

921 W. Dallas St., Canton, TX 75103. 

I understand that Advanced Allergy Therapies (AAT) is non-invasive. 

Ingram Healthcare and all of its employees assume no responsibility for medical conditions requiring the attention 

of a medical doctor, or necessary adjustments to prescribed medications during or after the completion of 

treatments. 

I understand the unpredictable nature of allergies and related symptoms and that Ingram Healthcare cannot 

guarantee any results.  Ingram Healthcare cannot guarantee that new allergies will not develop in the future. 

While we can treat most forms of allergies, some cases do not respond to the treatment. 

I also understand that the only known risk factor with allergy desensitization, (including medical immunotherapy or 

AAT) is the possibility of increased sensitivity.  I assume all responsibility for unpredictable immune reactions which 

may lead to increased symptomatology.  In this event, I agree to seek immediate medical attention. 

I understand that Ingram Healthcare does not treat cases of anaphylaxis and I agree to fully disclose all information 

regarding any life-threatening allergies or allergies resulting in anaphylaxis. 

___No, I do not have any life threatening allergies. 

___Yes, I have the following allergies that may cause anaphylaxis: 

 

 

Financial Policy-Insurance DOES NOT cover AAT treatments.  New Patient AAT appointments, which consist of 

allergy testing and one treatment is $150, any other treatment appointments are $95 per visit.   

Payment is due at the time services are rendered and will be collected prior to the appointment.  

Cancelations- Please be aware that our office charges a $20 cancelation fee if you do not cancel with 24 hr notice, 

or for not showing up for an appointment.  

Referrals-Ingram Healthcare appreciates any and all referrals.  If at any time you refer a New Patient to our office 

for AAT, please let them know to inform our office that you referred them.  Any two New Patients that you refer 

to our office for AAT entitles you to one free AAT treatment.   

New Patient Information- Successful elimination of the symptoms of allergies/sensitivities may require clearing 

preliminary allergens determined in the initial assessment, such as vitamins and/or minerals.  If components of 

allergens are not cleared, the treatment will not be successful.  Because of this important factor, the initial 

allergens are treated in a specific order.  For example, sugar needs to be treated before an allergy to alcohol, 

grains or fruit.  



After any possible preliminary allergies/sensitivities are cleared, you may eliminate the symptoms of any 

allergy/sensitivity in any order, including remaining food items, inhalants,  environmental allergies, contactants, 

etc. 

It is possible to treat numerous items in one treatment if they are in the same family.  For example, all dairy (milk, 

cheese, and yogurt) and calcium can be treated together.  But dairy and wheat, or tomatoes and pollens may not 

be cleared at the same time.  The treatment will not be successful. 

The average allergy/sensitivity typically requires only one treatment; however a case may involve more than one 

treatment for an allergy/sensitivity to clear. WE CANNOT GUARANTEE that each allergy/sensitivity will only take 

one treatment.   

When treating a condition (rather than an isolated allergy), multiple items may be contributing.  Therefore such 

conditions may require multiple treatments. 

Please adhere to the following guidelines- DO NOT wear strong perfume 2 hours prior to a treatment.  These 

odors can affect the testing and treatment of yourself and other subsequent patients in the clinic. DO NOT eat 

candy or chew gum during the treatment. 

 

I have read and understand the Waiver and Release, Financial Policy, and Referrals related to AAT. 

_________________________________ __________________________________ ______ 

Printed Name     Patient, Parent, Legal Guardian Signature Date 


