
 
 
 
 
 
 
 
 

 
 

CONSENT TO TREATMENT OF A MINOR CHILD 
 
 
Date________________ 
 
 
 

I hereby authorize the Doctors and/or staff to administer 
treatment, as deemed necessary, to my daughter/son, 

 
 
 

Minor’s Name ____________________________________ 
 
Signature________________________________________ 

 
Witness_________________________________________ 

 
 

 
 


