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Consent to treatment
of minor child.

The parent or guardian of __________________________________________. I (we) 
give you permission to treat my (our) child at your office.

Patents or guardian name(s) ___________________________________________
(Please print)

Address ________________________________________________________________

Contact Phone ___________________________or_______________________________

Signature of parent or guardian ______________________________

Date______________/____________

Witness _______________________
                              (Office Staff)


