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P.O. Box 1914

706 E. Eureka 
Weatherford, TX 76086

P: 817.599.7373  F: 817.596.8889

www.weatherfordobgyn.com


PARENTAL CONSENT FOR TREATMENT OF A MINOR
I, __________________________________________, GIVE PERMISSION TO 

              (PARENT OR LEGAL GUARDIAN)

WEATHERFORD OB/GYN ASSOCIATES, P.A., TO PROVIDE THE FOLLOWING 

SERVICE(S)_____________________________________________________________

________________________________________________________________________

________________________________________________________________________

FOR  ______________________________________              ______________________

                         (PATIENT NAME)                                                 (PATIENT DOB) 

_________________________________________                 ______________________

                          (SIGNATURE)                                                            (DATE)

Stephen Stamatis, M.D.  ∙  Lindsay McBride, D.O.  ∙  Krista Lemley, D.O.
