
CONSENT TO TREAT MINOR

DATE:

PATIENT NAME:

 I give my permission to Dr. Lisa Lo, O.D. to treat my son/daughter without my presence. I
understand I am responsible for providing any necessary information regarding insurance coverage
and I accept responsibility for any services and fees rendered that are not covered by my insurance.

__________________________________________
 Signature

__________________________________________
Relationship to Patient

__________________________________________
Emergency Phone Number

4600 El Camino Real, Suite 101, Los Altos, CA 94022                       Tel (650) 917-1342                            www.standardopt.com
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