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Consent to Treat Minor Children
Please print all information

I, ____________________________________________, am the parent/legal guardian of ____________________________​​​____________, born on _____________________________. I consent to any medical treatment, including but not limited to, diagnosis, examination, and/or medical procedures that may be deemed necessary or advisable by any licensed physician or medical facility for the health and welfare of my child.

I understand that medical treatment may include medication, diagnostic tests, or other medical procedures, and I authorize such treatment as deemed necessary by the licensed medical professionals responsible for my child’s care. 

I further understand that unforeseen conditions or complications may arise during treatment, and I authorize the licensed medical profession or medical facility to take such measures as deemed necessary to protect the health and welfare of my child.

I certify that I have the legal authority to provide this consent and that all information is accurate to the best of my knowledge.

____________________________________________     ________________________________

Signature of Parent/Legal Guardian                                       Date Signed
Parent/Legal Guardian name (printed): _____________________________________________

Parent address: ________________________________________________________________

Parent phone number: __________________________________________________________

Parent email address: ___________________________________________________________
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