
Women’s Healthcare of Illinois 
 

9730 South Western Ave., Ste. 100 
Evergreen Park, IL 60805 

Phone (708) 425-1907 ♦  FAX (708) 422-4253 

 

9601 W. 165th St., Ste. 2 
Orland Park, IL 60467 

Phone (708) 349-7310  ♦  FAX (708) 349-6916 

 

 

 
 

Authorization to Treat Minor 
 
Date: ______________________ 
 
Name of child/minor (patient): ___________________________________________ 
 
 

I, __________________________________ being the parent or legal guardian of the above listed 

child/minor, give my consent to the physicians and staff of Women's Healthcare of Illinois to 

administer such care, procedures, and treatment that is deemed necessary and in the best interest of 

the patient.   

 

I understand that this authorization is good until the time in which the child/minor mentioned above 

reaches her 18th birthday or is emancipated. 

 

Signature of parent or guardian: ______________________________________ 

 
 

Minor Consent to Release Information 
(to be signed by the minor) 

 

I, __________________________________ hereby    □ give consent  /  □ do not give consent     

to Women's Healthcare of Illinois to release confidential medical information about me to: 

□ Mother   

□ Father 

□ Legal Guardian 

I understand that this authorization of consent to release information may be revoked in writing by 

me at any time. 

Signature of patient:___________________________________ Date: __________________ 


