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Minor Consent Authorization for Treatment Decisions and Consent

l, (Parent/Legal Guardian Name), am the parent/legal

guardian of (Minor's Name).

| hereby authorize (Authorized Person's Name) to
accompany the above-named minor to dental appointments, make decisions regarding
examination and treatment, and sign any necessary consent forms related to the minor's

dental care in my absence.

This authorization is in effect for TODAY ONLY. Each time the minor patient is seen a

new consent must be signed for that date by guardian/parent.

Parent/Legal Guardian Signature:

Date:

Phone Number:

Authorized Person Signature:

Relationship to Minor:

This consent form is intended for use with minor patients and should be kept in the patient’s dental
record.
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