
CONSENT FOR MINOR PATIENTS 

 
I, ___________________________    am the parent/legal guardian of 
  Print name of parent/guardian 

 

 

_____________________________. 
 Print name of minor 

 

 

 ___________________________ _____________ 
        Witness     Date 
 

If required: 

 

              Verified court documents specifying legal guardianship/custody 

 

 

 ___________________________ ____________ 

               Signature Date 
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Vincent F. Mileto, MD, FACOG 

Jean H. Pineda, DO, FACOG 

Ayanna R. Woltz, MD, FACOG 

Matilda Miranda, MD, FACOG 

Carmine P. Errico, MD, FACOG 

Sambra Bernstein, MD 

 

Michelle Liddy, CNM 

Jody A. Darwick, WHNP 

Christine J. Kurnath, APN 

OBSTETRICS  ●  GYNECOLOGY 
 

Mammography    ●    Ultrasound    ●    Dexa Scan 

Accredited by American College of Radiology 
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Bridgewater, NJ  08807 Bridgewater, NJ  08807 Hillsborough, NJ 08844 

908-725-5068 908-722-2900 908-874-5900 
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