Consent to Medical Treatment at Christ’s Family Ministries
I hereby authorize employees and agents; including physicians, physician assistants and nurse practitioners; of this Christ’s Family Ministries to render routine medical care to the patient indicated on this form and to fulfill the orders of the physicians; including consultants, associates, and assistants of the physicians’ choice. 

If patient is a minor:

I consent for _________________________________to authorize evaluation and treatment for my child named (Name(s): _____________________________________) herein when I am not available. I understand that this authorizes the person(s) named above to consent to medical and surgical procedures and immunizations for the child named herein. The duration of this consent is indefinite and continues until revoked in writing. I understand that by not signing this consent, the patient will not be provided medical care except in a case of emergency.

Signature of Patient, Parent, or Legal Guardian:

________________________________________________________________________ 

Date Consent to Treat:

​​​​​​​​​​​​​​​​​​​​_________________________________________

Christ’s Family Clinic

6409 Preston Road

Dallas, TX 75214

PH: 214-261-9500

FX: 214-261-9200

