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CONSENT TO TREAT

TO WHOM IT MAY CONCERN:

I, ________________________________________________________________

GIVE CONSENT FOR _____________________________________________

TO BRING MY CHILD, ____________________________________________

FOR TREATMENT AT THE NEUROLOGY CENTER OF WICHITA.

_________________________________________________________________PARENT/GUARDIAN

__________________________________________________________________

NOTARY

_______/_______/_________

DATE










4/15/2005   4:49:14 PM                                                                                                                       Page 1  of  1

