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Child/Guardian Permission Form
Date:  ______________
Client: _______________________________
Guardian/Parent Name: ________________________________________________________
I do hereby give permission for my under 18 year old child to be seen by Kerry Sprague and Abounding Hope Health Options, without my presence in the office. I will and do assume all responsibility for my child and understand that he/she may be brought by a child care provider or drive themselves and may receive treatment deemed necessary by Kerry Sprague and Abounding Hope Health Options. 


_________________________________
Parent/Guardian Signature
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