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CONSENT FOR MINOR CHILDREN 

Patient’s Name:  _________________________________________________________ 

Patient’s Date of Birth:  _____________ Patient Acct #: _______________________________ 

Parent/Legal Guardian:  __________________________________________________________ 

I give permission for the following individual(s) to bring my child listed above in for medical evaluation, 
testing and treatment. In addition, I give permission for the individual(s) list below to pick up any 
prescription (except for State Controlled prescriptions), patient information, X-ray or lab requisition and 
test results. 

If at any time you the parent/legal guardian wish to change the individual(s) listed below, you must 
notify us in writing (i.e., fill out a new form). 

This consent is valid for one (1) year from the date signed. 

Name of Parent/Guardian here today with minor:_____________________________________________ 

Relationship: __________________________________________________________________________ 

Address:______________________________________________________________________________ 

Phone: ____________________________ 

Name: ______________________________ Relationship: __________________________________ 

Address: _____________________________________________________________________________ 

Phone: ____________________________ 

Name: ______________________________ Relationship: __________________________________ 

Address: _____________________________________________________________________________ 

Phone: ____________________________ 

Parent/Legal Guardian Signature ___________________________________________________ 

Date:     ___________________________________________________ 
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