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DERMATOLOGY

Consent to Medical Treatment for Minor Patient
(Without Parent/Legal Guardian Present)

In accordance with legal requirements, a child under the age of 18 may not receive medical treatment without
the explicit consent of a parent or legal guardian. Should the minor patient be accompanied by an individual other than
the parent or legal guardian, written authorization from the parent or legal guardian must be provided, granting this
person permission to act on their behalf.

Minor’s Full Name: Date of Birth:
To ensure the proper authorization for treatment in your absence, please provide the names and relationships of

individuals who are authorized to provide consent for medical care:
1. Name: Relationship to Patient:

2. Name: Relationship to Patient:

LIMITATIONS ON MEDICAL TREATMENT (if any):
Please specify any limitations or restrictions regarding the types of medical services this authorization covers. If
no limitations exist, please state "None."

AUTHORIZATION:

I, the undersigned, being the parent/legal guardian of the minor child named above, hereby grant permission to
WassemanUlitsky Dermatology and its authorized personnel to provide medical treatment, including routine evaluations
and interventions, as may be deemed necessary or appropriate in the diagnosis and treatment of my child.
| acknowledge that the individual accompanying the minor patient is responsible for payment of the patient portion of
any medical fees at the time of service.

By signing this document, | confirm that | have the legal authority to authorize medical care for my child and that
| understand the nature of the medical services that may be provided. These services may include, but are not limited to,
medical evaluations, physical exams, the prescribing of medications, changes in medication dosage, and minor
procedures such as injections, wound care, or other similar interventions.

| have read and fully understand the contents of this form. My signature below indicates my informed consent to
the treatment of my child as outlined.

| am a parent or legal guardian of [Patient Name].
Parent/Guardian name: Relationship to Patient
Parent/Guardian Signature: Date: / /
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