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       CONSENT FOR TREATMENT OF A MINOR               
   PIN____________ 
 

Patient Name______________________________, Date of Birth____________ Today’s Date_________ 

 

 

I, the undersigned, parent/guardian of _______________________, a minor, do hereby authorize and direct  

Dr. Beth A. Purdy, MD and the staff to provide ongoing routine and emergency health care.  This consent 

shall remain effective until revoked in writing. 

 

 

Patient resides with (please include all family and non-related members): 

Name       Relationship 

_____________________________________                  _________________________________________ 

 

_____________________________________                 __________________________________________ 

 

_____________________________________                 __________________________________________ 

 

_____________________________________                 __________________________________________ 

 

_____________________________________                 __________________________________________ 

 

_____________________________________                 __________________________________________ 

 

_____________________________________                 __________________________________________ 

 

Is this the minor patient’s full time residence?  Yes          NO     (circle one please) 

If no, please explain: 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

Please indicate who may legally sign for medical decisions and who may receive medical records and medical 

information: 

Name       Relationship 

 

______________________________________                __________________________________________ 

 

______________________________________                __________________________________________ 

 

______________________________________              __________________________________________ 

 

I _____________________________________, understand that ____________________________________ 
 (print name)          (patients name) 

must be accompanied by a parent/legal guardian at every visit, or have a hand-written note, signed by the legal 

parent/guardian, stating that the minor may be treated routinely by Dr. Beth Purdy.  Medical decisions will not 

be made without the parent/guardian. 

 

________________________________________ Date_____________________________________ 
Signature (parent/legal guardian)   



 
 


