
Consent To Treatment  
Of Minor Child 

 
 
 

 
 
 
I hereby authorize Dr. Stuart Cayer to examine and/or treat my child 
 
_________________________________________________________________ 
(Indicate relationship and first name of child) 
 
 
 
 
 
Full Name of Child __________________________________________________ 
 
Address __________________________________________________________ 
 
_________________________________________________________________ 
 
 
 
 
Date _____________________________________________ 
 
Signed ___________________________________________ 
 
Witness __________________________________________ 


