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1. I authorize Dr. Anthony Dallas and/ or his associates to assist in my weight reduction and 
maintenance efforts. I understand my treatment may involve, but not be limited to, the use of 
appetite suppressants for more than 12 weeks and when indicated.

2. I have read and understand my doctor’s/practitioner’s statement as follows:

Medications including appetite suppressants, have labeling worked out between the maker 
of the medication and the FDA. This labeling contains among other things, suggestions for  
using this medication. The appetite suppressants labeling suggestions are genuinely based  
on shorter-term studies (up to 12 weeks) using dosages indicated in the labeling.

3. I understand it is my responsibility to follow the instructions carefully and to report to Dr. Dallas 
and his associates any significant medical problems that may be related to my weight control 
program, as soon as reasonably possible.

4. I understand my continuing to receive appetite suppressants will depend on my progress in weight 
reduction and weight maintenance. 

5. I understand there are alternative ways and programs that can assist me in my desire to decrease 
my body weight and to maintain this weight loss. In particular, a low carb counting programs or 
healthy eating programs without the use of appetite suppressants would likely prove successful  
if followed, even though I would probably be hungrier without the use of appetite suppressants.

6. I understand this authorization is given with the knowledge that use of appetite suppressants can 
involve some risks or hazards. The more common include: high blood pressure, rapid heartbeat, 
and irregularities. These and other possible risks such as primary pulmonary hypertension could 
be serious or fatal. 

7. I am aware that there are certain risks associated with remaining overweight or obese. Among 
them are tendencies to develop high blood pressure, diabetes, heart disease, arthritis, cancer.  
I understand these risks may be modest if I am not very much overweight but increase  
significantly the more weight I gain.

8. I understand the fees paid at the time of service are in advance. I also understand the fees are non-
refundable and subject to change. 

9. I understand Dr. Dallas and his associates are treating me only for my weight problem.  
They are not responsible for the diagnosis and/or treatment of any other medical conditions.

10. I have read and fully understand this consent form and realize I should not sign this form if all the 
items have not been explained or any questions I have concerning this treatment have not been 
answered to my complete satisfaction. I have read and understand this form and will discuss with 
my practitioner the risks associated with the proposed treatment and regarding other treatments 
not involving appetite suppressants. 

Signature of Patient Date


