Caregiver Medical Consent
[bookmark: _GoBack]I, _______________, herewith willingly agree to receiving of the medical services, such as diagnostic procedures, surgical and medical treatments, and blood transfusions, from doctors, hospitals or any authorized persons, as they deem the medical, surgical or emergency care necessary based on their professional knowledge and judgement, by my ____________  (relationship)    ____________. (hereafter “dependent”) – Full Name
In addition, I permit 	_____________________, (hereafter “caregiver”) – Full Name
to look after my dependent for the time period of ______till _________ and manage the routine or emergency medical and/or dental treatments necessary for the maintenance of my dependent’s health and condition. In case of any injury or illness of my dependent under the care of the caregiver, I herewith allow the caregiver to give first aid to my dependent as well as take any necessary steps, such as reaching out to the Emergency Medical Service (EMS) system and managing transport to reach the closest emergency medical capacity.  
In my absence, the caregiver needs to contact me if any medical decisions are to be made in the interest of my dependent’s health. However, in the emergency situations, I give my consent that the caregiver can take such medical decisions, as suggested by the medical doctor, hospital or any authorized person. To proceed with any treatment decisions taken on my behalf by the caregiver for my dependent’s health, I permit the caregiver to request, attain, examine and assess any and all information related to the health condition of my dependent and any decisions regarding the treatment. 
I acknowledge receiving of no guarantees regarding such examinations or treatments of my dependent’s health state and I take the responsibility for all the rational charges related to the care and treatment services provided to my dependent in the mentioned time period. 
____________________________________	______________________________________________
Signature of Legal Guardian					Dentist
____________________________________	_______________________________________________
Witness							Address
____________________________________	______________________________________________
Name							
____________________________________	______________________________________________
Address							Phone

______________________________________________________	_______________________________________________________________________
							Name of dependent
____________________________________	_______________________________________________
Phone							Allergies
____________________________________	_______________________________________________
Health Insurance Carrier					 
____________________________________	_______________________________________________
Health Insurance Policy # and Group #				
____________________________________	_______________________________________________
Personal Care Physician					Date of last tetanus booster	  
____________________________________	____________________________________
Address							Medications dependent is taking
____________________________________	____________________________________

____________________________________	____________________________________
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