e WESTERN MICHIGAN ENT, PC

-
/ Board Certified: Ear « Nose « Throat « Facial Plastic Surgery « Allergy

CONSENT TO TREAT

Parent/Guardian Name: Phone Number:
| am the: [ Parent
0 Guardian

1 Other person having legal custody

Describe the legal relationship

of ,a minor. | hereby authorize

Name of the legal agent

to act as my agent to consent to any examination, anesthetic, medical, surgical or diagnostic treatment, and hospital care
that is recommended by, and to be rendered under the general or special supervision of, any licensed doctor or provider at
Western Michigan ENT, PC, whether such diagnosis or treatment is rendered at the doctor’s office or at a hospital.

| understand that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required,
but it is given to provide authority to the above-named agent to give consent to all such diagnosis, treatment or hospital care
that a licensed doctor or provider at Western Michigan ENT, PC recommends/provides.

These authorizations shall remain in effect until unless sooner revoked in writing.

(month, day and year)

Signature: Date: Time:

(Parent, guardian or other person above having legal custody)

Print Name: Date: Time:

(Parent, guardian or other person above having legal custody)

Witness Signature: Date: Time:

Print Witness Name: Phone Number:

*Inner Office Use**

Copy given to agent Copy scanned

updated 5-22-24

1806 E. Parkdale Ave., Suite 3, Manistee, Ml 49660 | (231) 398-9536
250 N. Nelson Rd., Suite 1, Ludington, Ml 49431 | (231) 843-6557

WesternMichiganENT.com




	Text Field 1: 
	Text Field 2: 
	Text Field 3: 
	Text Field 4: 
	Text Field 5: 
	Text Field 6: 
	Text Field 10: 
	Text Field 8: 
	Text Field 11: 
	Text Field 14: 
	Text Field 19: 
	Text Field 18: 
	Text Field 15: 
	Text Field 16: 
	Text Field 17: 
	Text Field 9: 
	Text Field 12: 
	Check Box 1: Off
	Check Box 2: Off
	Check Box 3: Off


