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I hereby authorize therapy evaluation and treatment under the guidance of  
 
PT / PTA  ________________________  as he/she deems necessary for my  
 
son/daughter on the date of  ________________ , continuing through the prescription  
 
 period indicated by the physician and or therapist. 
 
 
 
 

________________________________________                                  ___________________________ 

Signature of parent or guardian:     Print name: 

 
 

 

________________________________________ 

Witness: 
 

 

 

 
 

 

 

 
 

 

 

 

 
 

 

 

 
 

 

 

 

Treatment consent of minor child 

 


