
CONSENT FOR MINOR PATIENT 
 
 
I, _______________________________, authorize Dr. Farahmand to perform necessary medical 
examinations and treatments for the patient named _______________________.    
  
Procedure(s) to be performed: __________________________________  
___________________________________________________________ 
  
I am the legal guardian for ________________________. 
  
SIGNATURE: ______________________  
DATE: ____________________________ 


