
 
 
 
 

 
 

Consent to Treat Minor 
 
 
 
I ________________________, the parent/care giver/guardian of 
_________________________, gives permission for any provider 
(Physician, Physician Assistant or Nurse Practitioner) at this practice to treat 
my child without my presence. 
 
Signature______________________________________   Date__________ 
 
Print Name_____________________________________ 


