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CONSENT FOR NON-SURGICAL TREATMENT OF A MINOR

Parents, please note:  This completed form MUST be given to the Provider or Provider’s staff at the time of the physical exam.  If this form is not available, no physical will be performed for your child.          

PLEASE PRINT.


Date:_______________

	I, _____________________________________________________
		(Parent/Guardian/Other {Specify})

give staff of the River Valley Physicians, LLC., the authority to perform a sports/school/camp physical examination for my child _________________________________, whose date of birth is ________________________.  


I further certify that this child has the following allergies:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I further certify that I have completed the medical history questionnaire for this child and that this questionnaire will accompany my child to the examination.

 _____I will accompany my child for this examination.

_____I will NOT accompany my child for this examination.  If you need to speak with me regarding any problems during this exam you may reach me at: (___)_________________.


					______________________________________________
					Signature of Parent/Guardian/Other {Specify}
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