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Consent to Treat Form 

 

 

As parent or legal guardian (circle one) for _____________________________________, I give  

Permission for the persons listed below to authorize any medical treatment my child may need, in the 

event I am not able to accompany my child. 

 

 

 

Names     Date of Birth  Relationship to Child 

 

 

_______________________  ____/___/____ ___________________________ 

 

_______________________  ____/____/____ ___________________________ 

 

_______________________  ___/____/_____ ___________________________ 

 

_______________________  ___/___/______ ___________________________ 

 

_______________________  ___/___/______ ___________________________ 

 

 

 

 

 

 

__________________________  ______________ 

Signature of Parent or Guardian  Date 


