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2526 Fifth St. North  Columbus, MS 39705  (662) 328-8402 Office  (662) 328-1554 Fax
Consent for Treatment of a Minor

I hereby authorize Imaging Center of Columbus to administer diagnostic services to my 
child,    __________________________________________.

Dated at Imaging Center of Columbus on this ______ day of________________, 2006.

Signature of Parent or Guardian: ________________________________________

Witness: _______________________________________
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