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Medical Treatment Authorization
Please Fill Out and Return This Form On Your First Visit
I, ___________________________________________________, the undersigned

Parent/Guardian of:  __________________________________________________




          Name of Patient and/or Minor Child



         ___________________________________________________
                                                                        Date of Birth

Do hereby grant permission for __________________________________________
                                                   (other accompanying adult and/or minor child alone)

to authorize medical treatment for the above named patient.

⁯        
Phone Consent Given By: ___________________________, ______________






Name


      Relationship

__________________________________. ____________________________




Witness




Title

⁯        
This consent is in effect until revoked.

⁯
For today’s date only:______________________________________________

I do hereby hold harmless the physician and/or other staff who act in accordance with 

this authorization.

Executed this ________ day of ______________, __________.
                          (day)

          (month)              (year)

______________________________________

_______________________



     Signature





       Date

______________________________________

_______________________
   Relationship to Patient and/or minor child



Contact Number

** Please include a copy of guardianship paperwork for the patients file                                







