
____________________________________________________ 
Signature of parent

_______/_______/__________ 
Date

I, ________________________________________________, give __________________________________________________

LETTER OF CONSENT FOR TREATMENT OF MINOR CHILD ONE TIME VISIT

(name of parent/legal guardian) (person over 18 years of age)

permission to bring ____________________________________ to Compassion Health Care, Inc. on ______/______/__________ 

for treatment of _______________________________________
(condition to be treated)

Caswell Family Medical Center 
439 US Hwy 158 West
Yanceyville, NC 27379

■ Tel: (336) 694-9331
■ Fax: (336) 694-7511

James Austin Health Center 
207 E Meadow Rd, # 6
Eden, NC 27288

■ Tel: (336) 864-2795
■ Fax: (336) 864-2895■ Email: info@compassionhealthcare.org

■ Web: compassionhealthcare.org




