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Richard C. Kirkpatrick, M.D., F.A.A.D., F.F.S.D.S.       
   
Makesha Holbrook-Curd, PA-C
Board Certified in Dermatology 

Allison Raco, PA-C

     
   
Cheryl Young, PA-C


Christian Kendrick, APRN-C
Mario J. Sequeira, M.D., F.A.A.D., F.A.S.M.S., F.F.S.D.S
Fonda Schreiber, PA-C
Board Certified in Dermatology 



Brookelynn Kendrick, APRN-C







Elizabeth Meredith, PA-C








Mark Snavely, PA-C
Andrew G. Miner, M.D., F.A.A.D. 



Susan Hammerling, PA-C
Board Certified in Dermatology & Dermatopathology
Cindy Bassford, PA-C


(Minor) Patient Name _________________________  Account Number _____________  Date: _________
**LEGAL GUARDIAN MUST ACCOMPANY MINOR PATIENTS FOR THEIR INITIAL VISIT**

As the parent / legal guardian of the above-noted minor patient, I give permission for Brevard Skin & Cancer Center (BSCC) to evaluate and provide ongoing medical treatment.   

    _______ Guardian Initials
I understand that the minor client must be accompanied by a legal guardian for their initial appointment. 

If necessary, the minor patient may be accompanied by a non-guardian adult listed below for future/follow-up sessions, but I understand that it remains at the provider’s discretion to refuse to treat the patient if a change is treatment is necessary and a legal guardian is not present.   


     _______ Guardian Initials
I understand that payment is due at time services are rendered. I will ensure that any payments due are paid at the time of the session, even if another adult is attending the session with the patient. _______ Guardian Initials 

The following are authorized by me to accompany minor patient to future/follow-up appointments with BSCC and, if indicated, are authorized to approve treatments as recommended by the providers. If there is a change to this list, I will complete a new form to reflect those changes. Only those on this list will be allowed to authorize treatment decisions for the minor:






    _______ Guardian Initials
	Name (Please Print Legibly)
	Relationship to Minor
	Authorized to Approve Treatment

(Note YES or NO)

	
	
	YES   /   NO

	
	
	YES   /   NO

	
	
	YES   /   NO

	
	
	YES   /   NO

	
	
	YES   /   NO

	
	
	YES   /   NO


Parent/Guardian Name (Please Print): _________________________ Relationship to Patient:______________

Parent/Guardian Signature: ____________________________
Witness Signature:____________________
WWW.BREVARDSKIN.COM
1286 S. Florida Ave. Rockledge, Fl 32955 Tel: (321) 636-7780 Fax: (321) 636-1152

4500 S. Hopkins Ave. Titusville, FL 32780 Tel: (321) 267-3376 Fax: (321) 267-9117

8059 Spyglass Hill Rd., Ste #103 Viera, FL 32940 Tel: (321) 752-5994 Fax: (321) 752-5494
1071 Port Malabar Blvd., Ste #101 Palm Bay, Fl 32950 Tel: (321) 372-1382 Fax: (321) 372-1386

150 N Sykes Creek Pkwy., Ste #102 Merritt Island, FL 32953 Tel: (321) 428-2814 Fax: 349-3475
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