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CONSENT FOR TREATMENT OF MINOR CHILDREN 
 
 
 
I, _______________________________________ , hereby authorize  
          (Parent or Legal Guardians Name) 
 
Dr. Anthony Ricci, Dr. Holly Ricci, and whomever he/she may designate as his/her  
 
assistants to administer care as he/she deems necessary to my son/daughter 
 
 ____________________________________________ . 
          (Son or daughters name) 
 
 
 
 
_________________________________________________________________________________________ 
PATIENT OR LEGAL GUARDIAN SIGNATURE     DATE 
 
 
_________________________________________________________________________________________ 
WITNESS (MEMBER OF DR. RICCI’S STAFF)  
 
 
 


