[image: image1.png]


Consent to Treat a Minor Child
I hereby authorize Dr. Sullivan to treat my son/daughter as necessary.

Name of Child: _______________________________________

Dated at: _____________________________________City/State

this __________ day of _________________________ 2009.

Signed: ___________________________________ (Parent/Guardian)

Witnessed: ________________________________ 


Lisa Sullivan, M.D.


Specializing in Pediatric and Adult Allergy, Asthma and Immunology











www.lisasullivanmd.com
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Phone	(847) 541-4878


Fax	(847) 520-0500





985 S. Buffalo Grove Rd.


Buffalo Grove, IL 60089








