AUTHORIZATION FOR CONSENT TO TREAT A MINOR

, hereby authorize

(name and relationship to mmor)
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to consent to obtgi_n
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(name of persbdit & %utﬂorizedﬂ o consént)“’"" v

 the following medical treatment for
(name of minor)

(Please check one)
all surgical and medical &eannent; OR

Only the surgical and/or medical treatment listed below:

(specify treatment)

This authorization shall be limited to the following time period:

(time period)
If no time period is designated, this authorization shall terminate one year from today’s

date. 1 accept responsibility for all charges related to any medical treatment or

hospitalization rendered by reason of this authorization.
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Do.ybu have any phy et - 4
disabilities. that require you to seek-other’
assistance in-your child care? .
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Will a-légal guardian ¢ome with:your child for
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itng; a inor’s Censent for Treatmentwilltbe .~
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accompany your ctildto dny-visit; S -
Ask staff for Consent for Treafment of Minors authorization..
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