
 
CONSENT TO TREAT A MINOR CHILD 
 
I hereby authorize the health professionals of Nutrition Clinic and any assistants they 
may designate to administer therapy/ nutritional counseling to my child:   
 
_____________________________________________. 
   (Name of child) 
 
Date:  ___________________________________ 
 
 
Signed:  _____________________________________________________ 
    (Parent or Guardian) 
 
Witnessed:  __________________________________________________ 
    (Name & Title) 
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