
PARENTAL CONSENT FORM

TREATMENT OF A MINOR

Authorization is hereby given to Entira Family Clinics to provide medical care
for_____________________ _____/_____/_____.

(minor’s name) (date of birth)

This form is valid for the treatment of __________________________________
for the following date(s) of service: ___________ OR _________ to _______.

(specific date) (date) (date)

I may be reached at ____________________ for verification.
(phone number)

_______________________________________ ___________________________ _________
Signature of Parent/Legal Guardian Relationship Date

*** Once patient reaches the age of majority this document becomes null and void***
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