CONSENT FOR TREATMENT

Patient’s name: _____________________________   DOB: _______________

I give _________________________________________________________  permission to bring                                           
(NAME OF PERSON WHO IS BRIGING PATIENT & RELATION TO PT)
my daughter/son to THE KIDS SPECIALISTS, Henry Pediatrics, LLC for treatment. 

_______________________________________

                                      PARENT’S NAME PRINTED

_______________________________________   _____________________

                                          PARENTS SIGNATURE                                                                              DATE

