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" By printing the name below, I understand it is equivalent to signing the document 
and all the information above is true and correct to the best of my knowledge."!

( Initial Required )

N a m e  o f  P a t i e n t  P r i n t  _________________________  Date: _____________

Name of legal guardian Print _________________________  Date: _____________  

Signature ____________________________________________  Date: _____________ 
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