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I do agree to have the above tests done, and I understand the test results will be acquired by Pain Care Specialists 
of Oregon, LLC.

………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………………………………



…………………………………………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………………………………………………………
DateSignature of person authorized by law

DateSignature of patient
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