
TDG GONSENT FOR TREATMENT OF MINOR

*xPlease note that a parent/legal guardian MUST be present for the initial
appointment**

l,beingtheparentorlegalguardianof,inmyabsence
do hereby request and authorize The Dermatology Center, PLLC to administer care as

necessary.

I authorize the person (s) listed below to consent to treatment of the child, including, but not
limited to, emergency, x-ray, anesthetic, or surgical services when I am not immediately
available in person.

It is understood that this consent is given in advance of any specific diagnosis or treatment and

allows the physician/provider to diagnose and treat the child even when the parent or guardian

is not present.

I understand that I am responsible for services rendered for treatment and payments

authorized by my personal representatives. lf I choose to terminate the authorization of this
form, I understand I must do so in writing. I understand this form is valid one year from date
signed.

Person (s) who may consent to treatment (please print)

Nam Relationship
Name: Relationshi
Nam Relationship

Parent/Guardian Name

Signature ate

Relationship to child:

P. Craig Stites, MDI G. Luke Lewis, MD
Matt Patton, MS, MPA, PA-Cl Bryce Bass, PA-Cl Melanie Myers, PA-C

7900 Dallas Street * Fort Smith, AR 72903 | 479-242-6647 (MOHS) | www.thedermcenterfs.com


