
 

Consent to Treat Minors 

 

I, ________________________________________, hereby authorize Apex Eye Care to treat my 

child. This treatment may include using drops to dilate the eyes. 

Child Name: __________________________________________________________________ 

Child’s Date of Birth: ____________________________________________________   

 

____________________________________ 

Parent/Guardian Signature 

 

 

_____________________ 

Date 

Printed Name parent/Guardian:______________________________________________ 

 

 

Street Address: _____________________________________________________________ 

City/State/Zip: ______________________________________________________________ 

Telephone: ________________________________________________________________  

 


