The Region’'s Leader In Orthopedic Care

/\ RTHOPEDIC

Date:

l, , parent/legal guardian
(parent/legal guardian name)

of , do authorize

(patient name)

to treat the minor for

(treating provider)

his/her .

(body part)

Parent/Legal Guardian signature:

Printed Name:

File the signed copy in Patient Documents B Legal/Medical Request Folder & name (Date) Minor Consent to Treat

Orthopedic & Trauma Surgery - The Handl Center - Spine Surgery - Sports Medicine - Reconstructive Surgery * After-Hours Clinic - MRl and X-ray
Physical & Occupational Therapy * Total Joint Replacement « Pain Management * Micro & Robotic Asissted Surgery * Regenerative Cell Therapy

Corporate Address: 6551 Centerville-Business Pkwy, Ste. 120, Centerville, OH 45459 | 800.824.9861 - F: 937.415.9191 - OADOCTORS.com



