
Family Doctors of Green Valley 
Consent to Treat a Minor Child 

 
 
I hereby authorize ____________________ to administer treatment  
        Physician’s Name 

as he/she deem it necessary to my son/daughter 
____________________. 
  Name of Minor Child  

 
 
________________________ 
Date 

 
____________________________________________________ 
Printed Name of Minor Child 
 
 
____________________________________________________ 
Signature of Parent/Legal Guardian 
 


