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CONSENT TO TREAT MINOR CHILDREN
(Through Age 17)
Please print all information


I, _____________________________________________________________, parent or legal guardian of _________________________________________________________, born ______________________, do hereby consent to any treatment of my child while said child is under the care of Bellaire Dermatology.

I acknowledge that no guarantees have been made to me as to the effect of such examinations or treatment on the condition of my dependent and that I am responsible for all responsible charges in connection with the care and treatment rendered to my dependent during this period.


Consent for Agents
I hereby authorize and appoint the below as Agents.  Unless otherwise provided in this authorization, my Agent may consent to emergency and routine medical treatment for my child.
_______________________________			____________________________________
Name							Relationship

_______________________________			____________________________________
Name							Relationship



This authorization is effective from ___________________ to _____________________.


__________________________________________                  _________________________________
Signature of Parent of Legal Guardian			         Date
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