McDonald Pediatrics

Donna J. McDonald, M.D.

1960 Tamarack Rd        Newark, OH  43055

(740) 344-8687

Minor Consent for Treatment

I hereby grant the following person(s) authority to give informed consent

for the treatment of my child, ______________________, DOB __________

should such child require medical care because of any condition or incident.

1.  __________________________________________________________________________________

     Name 




Relationship
to Patient
     

Phone number

2.  __________________________________________________________________________________

     Name 




Relationship
to Patient


Phone number

3.  __________________________________________________________________________________

     Name 




Relationship to Patient


Phone number

4.  __________________________________________________________________________________

     Name 




Relationship
to Patient


Phone number

5.  __________________________________________________________________________________

     Name 




Relationship
to Patient


Phone number

Should a designated authorized representative not listed on this form bring your child in for treatment, please provide a written note permitting McDonald Pediatrics to provide treatment.

__________________________________________________________________________________________

Signature of Custodial Parent





Date

____________________________________

Print Name of Custodial Parent
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