THERAPEUTIC HANDS, PLLC
Testosterone Replacement Therapy (TRT) Consent
Patient Name: _________________________

DOB: _________________________

I consent to Testosterone Replacement Therapy (TRT).
I understand:
· TRT is prescribed for clinically low testosterone levels confirmed by lab testing.
· Benefits may include improved energy, mood, libido, and muscle mass.
I acknowledge risks including:
· Increased red blood cell count (polycythemia)
· Cardiovascular risks
· Infertility or reduced sperm production
· Acne, fluid retention, or sleep apnea worsening
I agree to:
· Routine monitoring (labs, follow-ups)
· Compliance with prescribed dosing
I understand:
· Testosterone is a controlled substance
· Therapy may not be covered by insurance and may be cash-pay
I accept responsibility for all associated costs.

Patient Signature: _________________________ Date: __________

Provider Signature: ________________________ Date: __________

