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         Parental Authorization

Consent for Other than Parent to authorize treatment for the minor child:

We __________________________ and __________________________are the parent(s) and or legal guardian(s) of the following child:

_______________________

Date of Birth ______________

We hereby authorize any one of the following adult individuals:

_________________________________
Relationship _______________

________________________________
Relationship _______________

_________________________________
Relationship _______________

to consent to any and all medical care attention for this child which is deemed necessary and appropriate by the physician and we further agree to reimburse the health care provider for the cost of rendering these services. We will provide the authorized individual with the insurance card and the necessary co-pay for the Date of Service.
Signature _____________________

Signature _______________________



Mother





Father

Witness _____________________ 

 Date ____________________

Revised 11/14/13
Lourdes Brigida hunter, m.D., F. A.A.A.I., F.A.C.A.A.I
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