
  

 
 
 
 

I (patient or parent/legal guardian) agree that by signing this, I am giving my consent 

for new vials of my allergy extracts to be made. I am aware that the cost of my allergy 

extract vials will be billed to my insurance on file and I will be responsible for the 

remaining amount.  

 

 

Patient name and DOB:______________________________________________ 

Signature: ______________________________ Date:_________________ 

​Patient 

​Parent/ Legal Guardian 

 

Neha Yakhmi, MD 

2216 W Alto Rd  
Kokomo, IN 46902 
P: 765-802-1433 
F: 765-802-1434 


