Minor Health Treatment Approval Form

— Minor's Information

Fu]lNarne:’ ‘

Date of Birth: | |

Address: ’ ‘

— Parent/Guardian Information

Full Name: ’ ‘

Relationship to Minor: ’ ‘

Phone Number: ’ ‘

— Authorization

I hereby authorize medical personnel to administer necessary health treatments to the above-named minor in the event of illness or injury.

Parent/Guardian Signature: ’

Date: ‘

Submit Approval ‘
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