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Brian Matthys, D.O.
2790 Clay Edwards Drive Suite 630 ▪ North Kansas City, MO 64116
816-472-0400   Fax 816-472-0813

	Name of Patient:
	                                                                                                                                                 

	Name of Parent/Guardian:
	     

	Age of Patient:
	     
	

	Allergies:
	     

	Medical Problems:
	     

	     

	I,
	     
	being the parent or legal guardian of

	     
	hereby authorize and give consent to 

	Brian Matthys, D.O.,  for medical evaluation and treatment for my child.  This permission 

	includes treatment of lesions requiring minor surgical procedures in the office or injections.

	Signed:
	
	Date:
	     

	All paperwork must be completed and received in our office 5 days prior to your appointment, or you will be asked to reschedule. Emergency situations may be deemed an exception.


PARENTAL CONSENT FOR MEDICAL/SURGICAL TREATMENT

