
3233 SW 33rd Rd Ste 301, Ocala, FL 34474 

www.triumphradiology.com 

 

 

 

MINOR CONSENT 

 

MINOR NAME_______________________________________ DOB___________________ 

 

RESPONSIBLE PARTY (GUARANTOR) FOR THIS MINOR PATIENT: 

 

NAME_______________________________________________DOB___________________ 

 

RELATIONSHIP TO MINOR_____________________________________________                     

 

__________________________________      _________________       _____          ___________ 

ADDRESS (if different from the patient’s)                   CITY                         STATE                 ZIP 

 

________________________                            ____________________________ 

   HOME PHONE                        CELL PHONE          

 

 

By signing below, I give Triumph Radiology consent to perform exam as ordered. 

 

___________________________________   _____________ 

Parent/Legal Guardian Signature             Date 

 

 

 352-554-4878 

1-833-340-7254 (FAX) 


