
 

 

 

 

AUTHORIZATION TO TREAT A MINOR 

 

 

 
 
I hereby authorize Newport Urgent Care Inc. and its Affiliated Physicians to  
 
diagnose and treat ________________________________________________.   
   Patient’s Name                                        Date of Birth 
 
I consent to treatment which may include X-ray examination, anesthetic, medical  
 
or surgical treatment and care without my presence. 
 
 
 
_______________________________________________ _________________ 
Parent/Guardian Name (please print)    Date 
 
 
________________________________________________________________ 
Parent/Guardian Signature 
 
 
_______________________________       ______________________________ 
Daytime Phone         Evening Phone 
 
 
 
 
 
 
 


