
 
 

 
 

800 Rt 88 Suite 3 

                                                           Point Pleasant, NJ 08742  

  P :732.714.1444 | F: 732.714.9664  
WEBSITE: www.pointpediatrics.com 

 

 

                          CONSENT TO TREAT MINOR 

 

I hereby give consent to Point Pediatrics to deliver medical 

treatment to my child/children listed below. 

 

I understand that this authorization is given in advance of any 

specific diagnosis or treatment required.  

 

This authorization will remain in effect until revoked in 

writing by the parent or legal guardian.   

 

 

________________________________________    _______/________/_________ 

Patient/Responsible Party Signature      Date  

 

 

CHILD’s NAME: ____________________________________ DOB: ________ 

 

CHILD’s NAME: ____________________________________ DOB: ________ 

 

CHILD’s NAME: ____________________________________ DOB: ________ 

 

 

 

Please specify relationship to minor:     

 Parent with legal custody       

 Guardian with legal custody 

http://www.pointpediatrics.com/
http://www.pointpediatrics.com/

