
Model City Pediatrics              Tatiana Bidikov M.D.              Fax 256-237-9022 

CONSENT TO TREAT 

(TODAY ONLY) 

 Date of Visit:_______________  

□ Consent for patients being brought to the office by someone other than the parent or legal 

guardian: 

 I, the parent or legal guardian of _______________________ (name/date of birth) hereby gives 

_________________________ permission to bring my child to the office today for an examination.  

 

Please be aware that immunizations and/or procedures cannot be performed without the parent or legal guardian’s verbal 

consent.  

I will be available to give verbal consent to the administration of immunizations and/or any procedures at the following phone 

number(s): 

 

1. (____)______________________ 2. (____)______________________  

 
 
 
 
Parent/Legal Guardian Signature: ______________________________  
Date: ____________________ 
 




