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Permission To Treat a Minor 
 

 
I, _______________________________, give my permission for Dr. Johnson and Dr. D’Aversa 

and their staff to treat my minor child, __________________________________, in a way they 

see necessary, as explained to me in the doctor’s recommended treatment plan.   

 

________________________________________   _________________ 
Parent ( or Guardian) Signature       Date 
 
 
________________________________________ 
Witness 
 


