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Minor Consent Form 
 

Child’s Name: _____________________________________ DOB: _______/______/______ 
    First  Middle  Last              Month      Date      Year  
 
Social Security Number: _______________________________ Sex: M____ F____ 
 
 
Home Address: _____________________________________________________ 
    Street name and number      Apt # 
 
                         ______________________________________________________ 
     City    State    Zip 
 
 
 
Legal Guardian/ 
Parent Name: _____________________________________ DOB: _______/______/______ 
    First  Middle  Last              Month      Date      Year  
 
 
Home Phone: _____________________________ Work Phone: ______________________ 
 
Social Security Number: _______________________________ Sex: M____ F____ 
 
I give the medical staff at Upper Hudson Valley Dermatology, PC and/or Schenectady 
Dermatology, PC permission to treat: 
 
________________________________ for ______________________ for _________ 
Child’s Name      Diagnosis   # of months 
 
____________________________________________  ________________   
Name and Relationship to patient      Date 
 
 
 
 
I will take full financial responsibility for treatment of the minor listed above. 
 
 
_________________________________________         _____________________ 
   Signature of Parent or Guardian      Date 
 
 
 
 
 


