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Consent for Treatment of
Minor Child

Foow

Patient's Name
Date of Birth

[, hereby autharize and request the designated
clm:cians andior designated assistants of Advanced Prosthetic Services fo provide the
needed orthotic and/or prosthetic item(s) for:

(minot's name).

If the deviges are being fit in a classraom of therapy setting, | need not be present for
the devicas to be provided, and my child's feacher or tharamst is hereby authonzad to
sign for the devices In my absence,

Parent or Guardian Signature Date




