
3000 Edward Curd Lane 
Franklin, TN 37067 

615-791-2630

Treatment of Minors Consent Form 

______________________________________________________________________________ 
Pa�ent Name 

_______________________   _______________________ __________________  
Date of Birth  Age  Gender 

I consent to care and treatment for my child related to his/her medical appointment or physical 
therapy at any Bone and Joint Institute of Tennessee location, including, but not limited to: 
emergency treatment, x-rays, anesthesia, injections, or minor surgical procedures when I am not 
immediately available. It is understood that this consent is given prior to any specific diagnosis 
or treatment and allows the provider to diagnose and treat the minor when the parent or 
guardian is not present. 

□ My child can attend this medical and/or physical therapy appointment alone. (Must be 
16 years of age or older)

□ My child can attend this medical and/or physical therapy appointment accompanied by:

____________________________________  ______________________________ 
Name  Rela�onship    

Name of Parent or Guardian: ______________________________________________________ 
Contact Number(s): ______________________________________________________________ 
Street Address: _________________________________________________________________ 
City, State, Zip: __________________________________________________________________ 

Pre-exis�ng medical condi�ons of pa�ent: ____________________________________________ 
Known Allergies: ________________________________________________________________ 

I fully understand that any co-pay or balance for services rendered will be due at the �me of 
service. If payment is not sent with the pa�ent, appointment may be cancelled or rescheduled. If 
a card is on file, this card will be used for payment. 

_______________________________________________________ __________________ 
Parent/Guardian Signature  Date 
_______________________________________________________ __________________ 
Printed Parent/Guardian Name Rela�onship to Minor 

This consent will be in effect until withdrawn in writing by the minor’s parent/guardian. 
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