AUTHORIZATION TO TREAT MINOR PATIENT
IN ABSENCE OF PARENT/GUARDIAN

I, . the parent angd lzgal wuardian of .
[mame af Tascns [ of iy childy
hereby authorize o aceompany my above-named child to oflice
1ebns ol persea kAngiag child o tie afees
visils with _and lo consent to the

fnicne o physiown ar plysicinng)

examination and/or treatment of my child during the office visits,

This authorizalion:

[ s effeciive only on

reablduyyeas

[]is effective -- never longer thart six {6} months at a {ime -

from to

rr.r::nl'll."d.rri.;'.‘:.rc.{.r T

mrenblyihydpenr

["] is effective until revoked by me n writing.

Freserve the right to revoke this authorization at any time by writing to the above-named
physician,

SIGNATURE OF WITHESS . SIGNATURE OF FAKES T/GUARDLAN

DATE a DATE

Eev. 5601



