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AUTHORIZATION TO TREAT A MINOR 

 

 

I, __________________________________, give my permission to the doctors of Blue Sky 

Health and Wellness LLC, to examine and treat my son/daughter______________________.  

I also accept all responsibility for payment. 

 

 

 

______________________________  ________________________ 

Parent Signature     Date 

 

 

______________________________  __________________________ 

Witness: BSHW     Date 

 

 

 

 


