
 

 

 

 

CONSENT FOR TREATMENT OF A MINOR 

 

Date:  _________________ 

 
I, ___________________________, the parent or legal guardian of my 

 

child, ________________________, _______________________________ 

(Patient’s printed name)  (Patient’s date of birth) 

 

authorize Hughes Physical Therapy to provide treatment as prescribed by the 

physician for the above stated child.  This authorization shall remain 

effective unless revoked in writing by me. 

 

 

 _________________________________                ____________________ 

Signature of Parent/Guardian              (Date signed) 


