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ANNUAL CONSENT FORM FOR TREATMENT OF MINOR CHILD (UNDER AGE 18) 

 
 
Permission to Treat 
 
The state of Florida has enacted a new law that imposes additional obligations on healthcare providers when 
obtaining consent to treat a minor child.  This form seeks to comply with our obligations under this new law, 
including obtaining written consent to prescribe, where medically indicated, medical drugs needed by minor child 
identified below.  The new law also states that written consent must be obtained from a parent who has legal 
custody of the minor child or is the legal guardian of the minor child. 
 
By signing below, I represent that I am either a parent with legal custody or the legal guardian of the minor 
child named below. 
 
I give Lake Internal Medicine, nurse practitioners, other medical professionals, students, and Lake Internal 
Medicine employees, contractors, and personnel consent to provide, solicit and arrange for health care services, 
and prescribe medicinal drugs when necessary, to the minor child named below. 
 
 
**Note – I/we have been informed that medical care and treatment of my/our child at well exams and other times 
deemed necessary, typically include, as determined by the health care practitioner, a full physical examination 
including an external genital examination.  Florida Statues Section 456.51 (Consent for Pelvic Examinations) 
requires written consent by the patient or the patient’s legal representative before a health care practitioner may 
perform any type of pelvic examination on a patient including an external genital examination.  This Permission to 
Treat expresses my/our consent that an external genital exam may be performed on my/our child/children as part 
of their medical care and treatment. 
 
THIS CONSENT FORM HAS BEEN EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN ANSWERED. 
 
 
Name of Minor: 
First Name: ________________________________________  Last Name: __________________________________________ 
Date of Birth of Minor: _______________________________                    Age of Minor: _______________________ 
 
 
Name of Parent/Legal Guardian:  
First Name: ________________________________________  Last Name: __________________________________________ 
Relationship to Patient: ______________________________________ 

 
 
_______________________________________________________ ____________________________ 
 Signature   Date 
 



Lake Internal Medicine Associates 
Lake Family Wellness 

Robin Nielsen, APRN             2101 Prevatt Street 
Elizabeth Shirley, APRN  Eustis, FL 32726 
Tina Walker, APRN  Phone (352) 589-4774 

 

Page 2 of 2 
 

Complete section or cross out any section that is not wanted. 
 
Section 1:  Authorization to Leave Medical Information on Voicemail 
I authorize Lake Internal Medicine (Robin Nielsen APRN, Elizabeth Shirley APRN, Tina Walker APRN) to leave any 
medical information about myself/my child on my voicemail.  
 
 Signature ________________________________________________ Date: __________________ 
        Print Name: ______________________________________________ Relationship to Patient ________________ 
 
Section 2: Authorization to Share Medical Information 
If you are unable to attend your child’s appointment, we must have written authorization for anyone besides the 
documented parents or guardians, unless they are listed below.  If they are not listed below, a new, signed consent 
must be brought to the appointment, with the patient, authorizing this person to bring the patient for treatment.  If 
this is to be temporary, please note the end date. 
 

All individuals must bring a proper ID.  There are no exceptions. 
 

By allowing someone else to bring my child in, I am acknowledging that I am giving the consent to make medical 
decisions for this appointment.  I will not hold Lake Internal Medicine (Robin Nielsen APRN, Elizabeth Shirley 
APRN, Tina Walker APRN) responsible for any medical decision made on my behalf by the listed individuals.   
______ Initial here 
 
I authorize Lake Internal Medicine (Robin Nielsen APRN, Elizabeth Shirley APRN, Tina Walker APRN) to share my 
child/child’s medical records with the following persons and/or authorize this person to brig my child to Lake 
Internal Medicine for treatment. 
        Authorize to  Share copies of  Expiration 
        Bring In  Med Records Annual (circle) 
 

Name _________________________ Relationship ___________________    Yes/No   Yes/No     Exp________ Annual 
 
Name _________________________ Relationship ___________________    Yes/No   Yes/No     Exp________ Annual 
 
Name _________________________ Relationship ___________________    Yes/No   Yes/No     Exp________ Annual 
 
Name _________________________ Relationship ___________________    Yes/No   Yes/No     Exp________ Annual 
*********************************************************************************************************** 
I am the parent or legal guardian for this child and I understand that if I want to change this authorization to include 
or exclude anyone or anything, at any time, I need to fill out a new authorization form and have it placed in my 
child/child’s chart. 
 
Patient Name: _______________________________________________________  Date of Birth: ________________________ 
 
Parent/Guardian Name: ________________________________________ Relationship to Patient: _____________________ 
 
Signature: __________________________________________________________  Date: ________________________________ 


