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Medical Treatment and Consent Form of Minor
I, _______________________________, am the parent/legal guardian of:

Minor
Full Legal Name: ____________________________________________________________________

Date of Birth: _______________________  Gender: Male _____  Female _____

I grant my authorization and consent for Dr. Louis Ottino to administer necessary treatment for the symptoms and conditions experienced by the Minor in my absence.

Doctor's Name and Location of Practice:
Louis Ottino, D.C.

120 Kisco Ave, Suite L

Mount Kisco, NY 10549

Doctor's Phone: 914-849-9972

Conditions for which the minor is currently receiving treatment:

___________________________________________________________________________________

Allergies: __________________________________________________________________________

Any other significant medical information:

___________________________________________________________________________________

In case of emergency, please call: _______________________________________________________

Relationship to minor: ________________________________________________________________

_______________________________________


Date: _________________________
Signature of Parent/Legal Guardian 
