
Advanced Asthma & Allergy Center 
3914 Gramercy. SuiteA, Houston Tx 77025 

Ph: 713-888-0881 Fax 713-888-0891 

Consent and Authorization form for InitiationIContinuation of Immunotherapv 

By signing this consent I understand that I am giving informed consent to undergo 
Immunotherapy at Advanced Asthma & Allergy Center. I understand that the process 
involves injections with increasing concentrations of the aeroallergens that I am 
allergic to in order to decrease my sensitization to these allergens. I understand that 
the process will require a build-up and maintenance regimen. The build-up requires 
shots every 7-10 days until my maintenance dose is reached and then every 2-4 
weeks. To experience long term benefit fiom immunotherapy guidelines recommend 
that the maintenance shots be continued for 3-5 years. 
I am aware that systemic allergic reactions can occur rarely and fatal allergic 
reactions at the rate of 1 per 2 million doses of immunotherapy have been 
reported. Most of these reactions occur within the first 20 minutes after the shot is 
administered and it is for this reason that I agree to stay at the clinic for 20 minutes 
after I receive my injections. Reactions can occur later than 20 minutes but these are 
rare. While we recommend that all patients on immunotherapy carry their injectable 
epinephrine with them when they come in for their injections, we leave the individual 
decision upto you (or parents in the case of a minor) whether to get the medication 
due to the cost of the medication. 
I have discussed the information provided by my insurance company to the staff at 
Advanced Asthma & Allergy center for coverage and payment of my allergy serum 
and shots, and give my authorization for my insurance company to be billed. I 
understand that the ultimate responsibility for the charges is my own and I will be 
responsible for these charges if they are denied by my insurance company. I also 
acknowledge that I understand if additional vials have to be made due to severe 
unexpected local or systemic reactions or my vials expire due to large time lapses in 
my build up schedule additional charges may be incurred. I also consent to treatment 
for development of systemic reactions. 

Name: # of Vials 

Signature of Patient or Parent if patient is a minor: 

Date: Phone # to notify when vials are ready: 



Advanced Asthma & Allergy Center 
3914 Cramercy, Suite A Houston Tx 77025 

Ph: 713-888-0881 Fax 713-888-0891 

Consent for Cluster Immunotherapy 

By signing this consent 1 understand that I am giving informed consent to 
undergo Cluster Immunotherapy at Advanced Asthma & Allergy Center. I 
understand that the risk of a systemic reaction is increased during cluster 
immunotherapy as compared to regular immunotherapy. Anaphylaxis is the 
most serious reaction that can occur with both regular and cluster 
immunotherapy. Anaphylaxis is a severe allergic reaction involving multiple 
organ systems causing shortness of breath, airway obstruction and drop in 
blood pressure. Death's at the rate of 1 per 2 million doses of 
immunotherapy have been reported. 
To minimize the chance of systemic reactions I agree to take the medications 
prescribed for me by Advanced Asthma and Allergy Center prior to 
undergoing a cluster immunotherapy. I understand that I will need to stay at 
the clinic during the administration of the shots and for at least 30 minutes 
after the last dose (Approximately2- 3 hours). I also understand that I will 
carry my injectable Epinephrine with me on the days I come in for my 
cluster build up. I give Advanced Asthma & Allergy Center permission to 
treat any complications arising from the cluster immunotherapy. I 
understand that if I need to be sent to the Emergency Room or hospital that I 
will be responsiblq for these charges as per my insurance benefits. 
Once the cluster protocol is completed I understand that to experience the 
maximum long term benefit from immunotherapy I will need to continue 
building up on my shots every 7-10 days until my maintenance dose is 
reached and then every 2-4 weeks for 3-5 years. 

Patients Name : 

Signature of Patienflarent or Guardian: 

Witnesss: Date: 


