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MINOR CONSENT FOR EVALUATION / TREATMENT 
 

** This consent is for Established Patients Only ** 

New Patients that are under 18 years of age, must be  

accompanied by a parent/guardian on the first visit. 

 

  

I, ____________________________, give permission for ______________________________ 

to be evaluated and treated by East Valley Dermatology Center. I understand that in my absence, 

the above named patient will be prepared to update any changes to Insurance, Demographics 

and/or Medical History as well as pay his/her Co-Pay, if applicable with patient’s insurance, at 

the time services are rendered.  

If you have any questions, I can be reached at ________________________________________. 

 

 

This authorization is valid for 6 months from the date of signature. 

Parent / Guardian Name (Print): ________________________________________________ 

Parent / Guardian Signature:  ________________________________________________ 

Patient Name / DOB (Print):  _____________________________ DOB: _____________ 

Date:      _____________________________ 

Witness Signature:   ________________________________________________ 
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