
MINOR PATIENT INFORMATION
First Name:

Date Of Birth (MM/DD/YYYY): Visit Date (MM/DD/YYYY):

Last Name:Middle Name:

TREATMENT TO UNACCOMPANIED MINORS
-PLEASE PRINT & FILL OUT THE FORM COMPLETELY-

FORM INTENTION
Often times parents or guardians find themselves unable to accompany their minor child to their medical appointments.    
This form has been prepared for your convenience should you at some time be unable to accompany your minor child.

GUARDIAN PERMISSION & SIGNATURE
I hereby grant Twin Ports Dermatology permission to treat my child for their dermatology concerns; included but not limited 
to, medications, procedures, or labs needed to properly treat my child when they arrive at the o�ce unaccompanied. 

Guardian/Legal Representative Signature:  __________________________________________ Date: _______________________

This authorization will expire when the child turns 18; however, a parent may change or revoke these privileges before that time.

GUARDIAN/LEGAL REPRESENTATIVE INFORMATION
Guardian Name:

Home Phone #:

Relationship to Patient:

Work Phone #: 
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