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CONSENT FORM FOR MINORS 

 

I being the parent, guardian, or custodian of ________________________________, age ______, do hereby 

authorize, request and direct Dr. __________________________ to evaluate (including diagnostic tests) and 

treat said minor. 

 
Date of Injury (if applicable) ___________________   
 
Part of body involved or injured ___________________ 
 
 
 
 
 
 
 
 
_______________________________    ______________________ 
SIGNATURE       DATE 
 
 
 
 
 
 
 
 
 
 
 
 
       * Diplomate, American Board of Orthopaedic Surgery                                   † Diplomate, American Board of Physical Medicine & Rehabilitation 
       + Certificate of Added Qualifications in Surgery of the Hand                         ∆ Diplomate, American Board of Electrodiagnostic Medicine 

∆ American Board of Medical Specialties Certified, Pain Medicine 
_______________________________________________________________________ 
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