
Consent to Treat a Minor 
 
I, the undersigned parent or legal guardian of ________________________________________________ 
Minor child, hereby give my permission to Touch of Life Family Wellness Center to treat said child. 
 
 
 
 
 
 
______________________________________    __________________________ 
Signature of Parent/Legal Guardian     Date 
 
 
 
 
 
______________________________________ 
Office Representative/Witness 
 


	Consent to Treat a Minor

