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Consent	
  to	
  Treat	
  Minor	
  
	
  
	
  
__________________________	
  
Date	
  
	
  
	
  
	
  
I,	
  ________________________________________,	
  parent/guardian	
  of	
  ______________________________,	
  
authorize	
  Dr.	
  Riley	
  Greene/Dr.	
  Will	
  Howe	
  to	
  evaluate	
  and	
  treat	
  my	
  child.	
  
	
  
	
  
	
  
	
  
_________________________________________________	
  
Printed	
  Name	
  of	
  Parent	
  or	
  Guardian	
  
	
  
	
  
	
  
_________________________________________________	
  
Signature	
  of	
  Parent	
  or	
  Guardian	
  


