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CONSENT TO TREAT A MINOR CHILD 

 

 

I, (Parent/Guardian) _________________________________________ am the parent/legal 

guardian of (Minor) _________________________________________. I hereby 

authorize Brooke Northern L.M.T and whomever she may designate as her assistants to 

administer massage therapy as she deems necessary to my minor child. I acknowledge 

that I am fully informed about the risks and benefits.  

 

Patient Name: (print) ______________________________________ Date: ___________ 

Signature: (parent or guardian) ________________________________________________ 

 

 

 


