
The Center for Martial Arts
An established school of learning which utilizes the martial arts
as a vehicle to teach and aid in the development of everyone

CONSENT TO TREAT
AUTHORIZATION TO CONSENT TO TREATMENT OF MINOR

The undersigned parent or guardian of _______________________________________________________, a minor, do 
hereby authorize The Center for Martial Arts employee as agent(s) for the undersigned to consent to any x-ray, anesthetic, 
medical, or surgical diagnosis or treatment and hospital care which is deemed advisable by, and is to be rendered under 
general or special supervision of any physician and surgeon licensed under the provision of the Medical Practice Act 
whether such diagnosis or treatment is rendered at the doctor's office or at the hospital.

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being 
required but is given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and 
all such diagnosis, treatment or hospital care which a physician, meeting the requirements of this authorization may, in the 
exercise of his/her best judgement deem advisable.  Neither said agent or any organization involved assumes any financial 
responsibility for exercising this action.

I(We) hereby authorize any hospital which has provided treatment to the above named minor pursuant to the provisions of 
Section 25.8 of the Civil Code of California to surrender physical custody of such minor to my(our) above named agent(s) 
upon completion of treatment.  This authorization is given pursuant to Section 1238 of the Health and Safety Code of 
California.
These authorizations shall remain effective until further notice______. 

PARENTS NAMES	       _____________________________________________________________
ADDRESS		        _____________________________________________________________
CITY, STATE, ZIP	       _____________________________________________________________
PHONE NUMBER(S) __________________________________________________________________________
CHILD'S DATE OF BIRTH________________________________
ALLERGIES: ________________________________________________________________________________
MEDICATIONS CURRENTLY TAKING: ____________________________________________________________
MEDICAL INSURANCE:________________________________________________________________________
GROUP # or ID # _______________________________________________________________________________
PHYSICIAN  ______________________________	 PHONE #: ______________________________________
OTHER INFORMATION: _________________________________________________________________________

_____________________________________				    ________________________
PARENT/GUARDIAN'S SIGNATURE						           DATE

THE CENTER FOR MARTIAL ARTS
Encinitas - 2210A Encinitas Blvd.  Encinitas, CA 92024				    (760) 942-6470
Carmel Valley - 11120 East Ocean Air Dr. Ste 104  San Diego, CA 92130		  (858) 755-6470
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