Skip the Line - Medical Clinic

3295 Crawfordville Hwy, Suite 11
Crawfordville, FL 32327
Phone: (448)220-6053

Email: skipthelineclinic@gmail.com

MINOR AUTHORIZATION TO TREAT FORM

Child's name:

. Day: Year: _

Child’s birth daitc: Month:

Chiid’s known allergies (including medication, food. dye, latex, etc):

g

Parent's/Guardian's Name(s):

(work) (home)

Contact phone number:

Alternate phone number (if not at work or home):

Home Address:

{Strcet)

(City. State, Zip)
I (we) the parent(s) or guardian(s) named above, authorize the Sfollowing adult(s):

Relationship:

1.

Relationship:

2.

fo consent 1o any necessary examination, medical diagnosis, treatment and/or care to be rendered to
the above-named minor child under the adult supervision and on the advice of any health care

professional.

Signed:

Parent or Guardian:

Date:




