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CONSENT FOR MEDICAL TREATMENT OF A MINOR
Only complete this form if the patient is under the age of 18

Patient’'s Name:

Are you the legal guardian for this patient? Circle One - YES NO
I hereby give my consent to schedule, treat, and prescribe medicinal drugs to:
The Focal Pointe: Dr. Richard D. Hamilton, Dr. Alex F. Falb, and/or Dr. Alan O. Dean.

I accept and assume responsibility for any and all expenses incurred at the time of all
appointments.

This agreement for treatment remains in effect for one year from the date signed.
Please circle the following:
Dilation or OPTOS

Parent or Legal Guardian Signature:

Below are the names, relationship, and telephone contact numbers whom may accompany my
child to The Focal Pointe.

PERSON(S) RELATIONSHIP PHONE NUMBER

DATE:




