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CONSENT FOR TREATMENT OF A MINOR

Minor Patient Name: _______________________________   Date of Birth: _______________


I hereby give permission for the following people to make decisions regarding the treatment of my child including, but not limited to, examinations, injections and/or procedures.  I understand those listed below will have the authority to authorize treatment.


___________________________________________	__________________________
Name								Relationship to patient



__________________________________________	__________________________
Name								Relationship to patient



__________________________________________	__________________________
Name								Relationship to patient



__________________________________________	__________________________
Name								Relationship to patient

This authorization will remain in effect unless so designated in writing that such consent for treatment of minor is cancelled.  I will notify Bahamas Specialty Centre of any changes as to the health status of my child.


__________________________________________	__________________________
Name	of Parent or Guardian					Relationship to patient


_________________________________________		__________________________
Signature of Parent or Guardian				Date



DR. RICHELLE KNOWLES, DERMATOLOGIST     
LAGOON COURT, SANDYPORT, P.O. BOX SP 64026, NASSAU, BH  ▪   P. 242 327 8618/8667  ▪   F. 242 327 8667  ▪    DOCRKNOWLES@GMAIL.COM
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