
Authorization and Consent to Treat a Minor


Date: ______________


Patient Name: ______________________________ Patient Birthdate: __________________


The undersigned does hereby authorize Pamela Bentley and Elevate Physical Therapy LLC 
consent to exam and treat the above mentioned minor without a Parent or Guardian present.


Parent or Guardian _____________________________________

(print)


Patent or Guardian ______________________________________

(signature)


Elevate Physical Therapy LLC

Pamela Bentley, PT, DPT, Cert. AIB-VR, Cert. DN


3570 Old Milton Parkway

Alpharetta, Georgia  30005


T: 678-602-5277  F: 678-601-2944


