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CONSENT FOR TREATMENT OF MINOR CHILD

I, being the parent or guardian of ________________________________, do hereby request and authorize 

                                                                   Name of Minor/Child

the  physicians at The Pediatric Center and their staff to perform necessary services for my child, which are deemed advisable by the physician, whether or not I am present at the actual appointment.  These services are TO INCLUDE or  DO NOT INCLUDE vaccines they may need at the time of their visit.

(please circle one)

Below is a list of other individuals that have permission to bring my child in for treatment:

                     PLEASE PRINT NAMES




RELATIONSHIP
____________________________________________

_________________________
____________________________________________

_________________________
____________________________________________

_________________________
____________________________________________

_________________________

____________________________________________

_________________________

____________________________________________

_________________________

____________________________________________

_________________________

____________________________________________

_________________________

____________________________________________

_________________________

____________________________________________

_________________________

____________________________________________

_________________________

Signature: _____________________________________        
Date: __________________
                          Name of parent or guardian

