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Parental Consent for Medical Treatment 

 

Name of patient: ____________________________________________________ 

Name of parent or guardian: __________________________________________ 

Age of patient: ______________________________________________________ 

Patient allergies: ____________________________________________________ 

Patient medical conditions: ___________________________________________ 

I, _____________________________________________ being the parent or legal guardian of 

_______________________________________________ hereby authorize and give consent 

to Brian Matthys, D.O., Molly Menser, D.O., Nicholas Rudloff, D.O., Lynn Swafford, P.A., Paige 

Lovelace, P.A., for medical evaluation and treatment for my child. This permission includes 

treatment of lesions requiring minor surgical procedures in the office or injections. 

 

Signed: __________________________________________  Date: ____________ 

Reviewed by: _____________________________________ Date: ____________ 

 


