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Treatment Authorization for Minor Patients
I, __________________I
I,      , the parent or legal guardian of
      , hereby authorize Orthopedic & Sports Medicine Center, its physicians and other staff to provide medical treatment of my child during office visits.

This authorization:

 FORMCHECKBOX 
 is effective only on      
 FORMCHECKBOX 
 is effective from       to      
 FORMCHECKBOX 
 is effective until revoked by me in writing.

I reserve the right to revoke this authorization at any time by writing to the Orthopedic & Sports Medicine Center at 2200 Ft. Jesse Rd., Suite 250, Normal, IL  61761.
__________________________

__________________________

Signature of Parent/Guardian


Signature of Witness

     
     
Name of Parent/Guardian


Name of Witness

     






     
Date






Date

Revised August 16, 2006
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