
 
 

 
 
 

 

MINOR CONSENT FORM 
 

 
 

I give my consent for    to bring 
 

 
  (name of minor), 

 

 
                                                        (date of birth) to MD SkinCenter for medical care and 

treatment. This authorization is in effect for one (1) year unless notified in writing that the 

authorization should be terminated. 

 

 
 

Signature of parent or legal guardian:                                                                                              
 

 
Date:     


