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CONSENT FOR TREATMENT OF A MINOR 
 

 

This authorizes________________________ or ___________________________ 

                                                          Names of Adults over 19 Years 

 

To give consent for medical or surgical treatment for our child(ren) 

Give names and birthdates: 

 

_____________________________     ___________________________________ 

 

_____________________________     ___________________________________ 

 

In the event that neither Parent/Guardian is available at the time such consent for 

treatment is needed.  This consent will be in effect between __________________ 

and ________________.  The authorized adult(s) should be prepared to verify 

his/her identify to accord with the names stated in the authorization. 

 

______________________________ or __________________________________ 

       Signature  Father/Guardian                             Signature Mother/Guardian 

 

Witness____________________________________________________________ 

Parent/Guardian Home Address_________________________________________ 

Work Phone____________________Home Phone__________________________ 

Employer __________________________________________________________ 

Alternate Emergency Contact __________________________________________ 

Health Insurance Company ____________________________________________ 

Policy Number__________________Member Number______________________ 

Billing Address _____________________________________________________ 

Chronic Illnesses or Allergies __________________________________________ 

__________________________________________________________________

__________________________________________________________________ 

Medications ________________________________________________________ 

Private Physician___________________________Phone____________________ 
 


