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Minor Consent 
 
The patient has my permission as legal guardian to be seen and treated without being accompanied by myself or another 
adult (this visit and future visits). I understand that I will be responsible for the bill, should insurance not pay, even if I am 
not present at the time of the patient's visit. 
 

 
___________________________________________                        ___________________________________________ 

Patient Name:           Patient Date of Birth 

 

_________________________________________________                    _________________________________________________ 

Witness Signature    Date      Patient / Agent / Guardian Signature  Date 


