
 

 

Consent to Treat a Minor 
 

I hereby authorize the Doctors of Family Health Quest and whomever they may 

designate as assistants to administer treatment as deemed necessary to my 

son/daughter ______________________________. 

 

I also agree to be financially responsible for any and all charges for the care of my 

son/daughter. 

 

Signature of Parent/Legal Guardian: 

 

____________________________________ Date: _________________ 

Witness: 

 

____________________________________ Date: _________________ 
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