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Consent For Minor 
 

Patient Name: _________________________________________________________________________________________________ 

Date Of Birth:  ___________/___________/___________ 

Parent’s or Guardian’s Name: __________________________________________________________________________________ 
 
I hereby give my permission to support the doctors and staff to provide the necessary 
medical care and treatment to   ____________________ who is a minor. This authorization will 
expire on the patient's 18th birthday. 
 
 
 
Parent’s or Guardian’s Signature: _________________________________ 

Date:  ___________/___________/___________ 

 

________________________________________________________________________________________________________ 
_ 

8501 SW 124th Ave #211 
Miami, FL 33183 

Office Phone: (305) 595-6488 
Fax: (305) 595-3532 
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