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Please read the following and sign below: 
• This patient and I would like to initiate ketamine nasal spray therapy as an adjusnct to the 

management of the above illness 
• I acknowledge that I may review information about this therapeutic option at 

_www.tranquilmd.com and that I may contact Dr. Ashley Covington to discuss treatment 
• I will follow up with this patient during and after the completion of the treatment course with 

Dr. Ashley Covington or refer him or her to a licensed medical professional for follow up 
 
 
 
_______________________________________                                       ____________________ 
Physician Signature                                                                                               Date 
 
 

Please return the completed form: 
Fax: 909-801-6996 

Email: Drc@tranquilmd.com 
Mail: Dr. Ashley Covington, 10323 Santa Monica Blvd Suite101, Los Angeles, CA 90025 
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