Salmon Bay Family Medicine, PLLC

1801 NW Market Street, Ste 212

Seattle, WA 98107

(206)781-6300

Advance Consent to Treat Minor

I, ___________________________________, the parent or legal guardian of 

____________________________________, authorize and consent to medical treatment 

and procedures to be performed for him/her by a licensed physician when deemed 

necessary or advisable by the physician to safeguard my child’s immediate health and I 

cannot be contacted. I waive my right to informed consent to such treatment with the 

understanding that every attempt to contact me has been made. 

________________________________________________________________________

Signature of parent/legal guardian






Date

