
permission to treat a minor  

  

I give my permission for   _______________________________________________________ 
                                                           (Minor’s Full Name)  

to be treated by                  ________Molly M. Fields PCC, LSW____________. 
                                                     (Clinician’s Name)  

___________________________________________________ ________________________ 
Signature of Parent/Guardian      Date 

___________________________________________________ _________________________ 
Signature of Clinician        Date 
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