Stanley D. Turner D.D.S., P.C.

3118 Buffalo Gap Road

Abilene, TX 79605

325-698-3384

Patient Name:



Date:

TREATMENT TO MINORS

Many times parents find themselves unable to accompany their teen or young adult children to appointment. This form has been prepared for your convenience should you at some time be unable to accompany your child.

I hereby grant to the staff of Stanley D. Turner, D.D.S., P.C. permission to treat my child when they arrive at the office unaccompanied.

This agreement is required if you wish your unaccompanied child to be seen.

Initials

_____ I understand that I am responsible for payment of my account at the time services are rendered for any co-payments, previous balances, and or deductibles.

_____ I hereby authorize for my child to use my credit card to render payment for services provided when he/she is unaccompanied.

_____ A receipt will be sent home with my child or mailed to my address.

Signature of Parent or Legal Guardian:


Date:                                                 
