HUDSON
DERMATOLOGY

Permission to Treat an Unaccompanied Minor

Child’'s name Date of birth

| give my permission to have my child treated in my absence by a provider at Hudson
Dermatology.

[ ] No adult needs to accompany my child.

[] will accompany my child.

Signature of adult
in attendance

This consent remains in effect until [] Indefinitely

Parent’s name

Parent’s signature Date

969 Main Street, Suite D | Fishkill, NY 12524 | 845 896 7730 | 845 896 7758 fax

29 Fox Street, 4th Floor | Poughkeepsie, NY 12601 | 845 473 2350 | 845 473 4305 fax

40 Hurley Avenue, Suite 10, 3rd Floor | Kingston, NY 12401 | 845 338 3200 | 845 338 3233 fax
98 Green Street, Suite 4 | Hudson, NY 12534 | 518 412 3300 | 518 412 3222 fax

155 White Plains Road, Suite 109 | Tarrytown, NY 10591 | 914 829 8200 | 914 829 8201 fax
336 U.S. Route 202, Suite 2 | Somers, NY 10589 | 914 617 8950 | 914 617 8960 fax
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