CONSENT TO TREATMENT OF MINOR CHILD

I hereby authorize Dr. _______________________ and/or whomever he/she may designate as his/her assistant to administer treatment as he/she so deems necessary to my son/daughter ___________________________________.




(Child’s Name)

Address____________________________________________________________

City________________________________State___________________________

DOB___________________________   Phone Number______________________

Signed: _____________________________________

Witness: ____________________________________

Date: _______________________________________

