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Consent for Treatment of a Minor


Patient Name:__________________________________ Date of Birth:______________

I hereby authorize the following person(s) to bring my child to an appointment in my absence. I authorize the physical examination any laboratory test, immunizations and treatment by any physician and/or nurse practitioner within Gainesville Family Practice. This consent will last for one year unless I choose to withdraw my consent before that time. A revocation of this authorization must be submitted in writing. If I withdraw consent, it will not affect actions already taken by authorized person(s). 


1.___________________________________________________(First Name, Last Name)

2.___________________________________________________(First Name, Last Name)

3.___________________________________________________(First Name, Last Name)


Parent/Guardian printed name: _____________________________________________
Parent/Guardian signature:_________________________________________________
Witness signature:________________________________________________________



Telephone Consent

1. In my absence, telephone consent may be obtained when treatment is needed or desirable if the patient is a minor.
2. This consent will be obtained by a Gainesville Family Practice staff member.


Parent/Guardian giving consent:_____________________________________________ 
Relationship:__________________________ Telephone number:__________________
Staff member’s signature:__________________________________________________
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