
CONSENT TO TREAT A MINOR 

Please Print all Information 

 

 

 

I,__________________________________________________, parent or legal guardian of 

__________________________________________,born __________________________, 

do hereby consent to any medical care and the administration of anesthesia determined by 

a provider of Hendersonville Obstetrics and Gynecology. 

 

This authorization is effective from ____________________ to ______________________. 

 

 

Signature of Parent or Legal Guardian                                        Date 


