	[NAME HERE]
	


[Street address] | [City, ST  ZIP Code]
Phone: [Phone number] | Fax: [Fax number] | [Email] | [Website]
Minor Child Treatment Authorization
	Patient’s Name: [Current name]
	Date of Birth: [DOB]

	Previous Name: [Previous name]
	Social Security #: [SSN]

	I, (name of guardian or parent) being the parent/guardian of (name of child) authorize (name of adult authorized) to seek, obtain plus consent to for (whatever is necessary) as the thought of as necessary by a medical or healthcare professional who is licensed. This authorization will be for the time when my child will be in the care of (name of adult authorized) and is effective until revoked by me. 


	[Name]
[Street address]
[City, ST  ZIP Code]
Age:



This request and authorization applies to:

[List here]

[List here]
[Additional information]
Parent/Guardian’s Details
Parent’s/ Guardian’s Name:
Address:
Phone Number:
(If more than one guardian includes this)


[bookmark: _GoBack]
	Patient Signature:
	
	Date signed: [Date]


THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED.
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THIS AUTHORIZATION EXPIRES NINETY DAYS AFTER IT IS SIGNED.
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