
  O  TREAT MINOR
 and/or   

        A

  choices

This authorization  

This authorization is effective from ______/______/_____ to _____/_____/_____, unless sooner 
revoked in writing delivered to said agent(s). 

_____/_____/_____ _______________________________________________
Date  Signature of parent, guardian or other legal representative 

 PATIENT INFORMATION FOR MINOR LISTED ABOVE 

Patient’s Name:_____________________________  Date of Birth: _____/_____/_____ 
Home Address:__________________________________________________________ 

       __________________________________________________________ 
Current Medication(s):____________________________________________________ 
Allergies:_______________________________________________________________ 
Parent or Guardian Name(s): (1)_____________________________________________ 

  Relationship_____________________________________ 
 (2)_____________________________________________ 
  Relationship_____________________________________ 

Primary Insurance Company:________________________________________________ 
Person Who Carries This Insurance:__________________________________________ 
Address (if different from above):____________________________________________ 
_______________________________________________________________________ 
Insurance ID Number:___________________________Group Number:_____________ 

I, ______________________________, parent or guardian of __________________________ 

a minor, do hereby authorize the following adults to bring my minor child to his or her 

appointment.   __________________________

a. __________________________  
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