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Authorization for Health Care of Minor Child(ren)

Name(s) of Parent(s) Authorizing Medical Care:

Mother

Father

Other

I/we (named above) hereby give permission for the following individual(s) to bring my/our child(ren) to doctor
appointments, seek medical treatment, and make medical decisions in my/our absence:

Name Relationship Address Phone

-- select option--

-- select option--

-- select option--

-- select option--

This authorization applies to the following child(ren):

Name of Child Date of Birth

My signature below confirms that | authorize the individuals listed above to act in my place. It is further Intended that:

This authorization is for the following date(s) This authorization shall remain in effect until
only: revoked in writing.

Initials Initials

Printed Name

Signature Date
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