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  AADDVVAANNCCEEDD  CCOONNSSEENNTT  TTOO    
  TTRREEAATT  AA  MMIINNOORR  PPAATTIIEENNTT  Today’s Date __________________  
  
  
I, ______________________________ (Name of Responsible Party), hereby authorize all dermatology 
treatment deemed necessary by Dr Paula Zook. 

 

Name of Patient: ________________________________  Date of Birth: _______________________________ 
 
Spectrum Dermatology of Seattle may provide treatment if my child is unaccompanied to his or her 
appointment, or if my child is accompanied by someone other than myself. 

 

 

____________________________________________ 
Signature of Responsible Party (parent / legal guardian) 
 
 
____________________________________________ ______ ____________________________________ 
Name (printed)      Date (month/day/year) 

 
____________________________________________ ______ ____________________________________ 
Relationship to Patient     Witness Signature 
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