
 
 
 
 

Consent to Treat Minors 
 
 
I give Family Medicine at Lowry permission to treat my child/children without myself 
(the parent/legal guardian) being present.  My child/children’s name(s) are listed below: 
 
 
__________________________  __________________________ 
 
__________________________  __________________________ 
 
 
Signature of parent/legal guardian:   __________________________  
 
      ________ 
      Date 


