Advance Consent to Treat Minor Children

I, (name of responsible party), hereby authorize
all necessary dermatological treatment, deemed necessary by the dermatologist, for:

Name of Patient:

Date of Birth:

Miller Family Dermatology may provide treatment if my child is unaccompanied to his or her
appointment, or if my child is accompanied by someone other than myself.

[ have read a copy of Miller Family Dermatology’s Important Information to Parents and
Guardians of Minor Children.

Signature of Responsible Party (Guarantor):

Name (Print): Date:

Relationship to Patient: Witness Signature:

Arlo Miller, MD, PhD & Suzi Miner PA-C
450 NW Gilman Blvd Suite 301A, Issaquah, WA 98027
425-654-1275; 425-654-0539 fax
www.millerfamilydermatology.com



