
Consent to Provide Treatment for Minor Children 

Child’s name____________________________________________________________________
 

Child’s Birth Date_ _______________________________________________________________
 

Parent’s/Guardian’s Name(s) ________________________________________________

Contact phone number ____________________ (work) ____________________ (home) 

Home address____________________________________________________________
	

I (we) the parent(s) or guardian(s) of the child named above, consent to any necessary 
examination, medical diagnosis, treatment and/or care to be rendered to the above-named 
minor child under the general or special supervision and on the advice of any health care 
professional. I (we) agree to pay for all services provided to my child in my absence. 

Parent or Guardian__________________________________________________  (print)

Parent or Guardian___________________________________________________ (sign) 

Date	_ __________________________________________________________________

Carrboro Family Medicine Center, P.A.
610 Jones Ferry Road, Suite 102
Carrboro, North Carolina 27510

Telephone: 919-929-1747 • Fax 919-933-5168
www.carrborofamilymedicine.net

Patient Centered. Community Based.

CARRBORO FAMILY MEDICINE CENTER, P.A.


