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McLaren Medical Group

PARENTAL AUTHORIZATION TO TREAT MINOR IN ABSENCE OF PARENT/LEGAL GUARDIAN

I understand that if my child needs emergency or non-emergency medical services, I, as a parent 
or legal guardian, must give permission.

The following information relative to my child, _______________________________, is provided 
in the event that treatment is needed in my absence.

Allergies: ______________________________________________________________________

Medicines:  ____________________________________________________________________

Medical Problems:  ______________________________________________________________

 _____________________________________________________________________________

Insurance Information:

Company  _____________________________  Subscriber’s SS#  ________________________

Policy/Group/Certification Numbers   ________________________________________________

 _____________________________________________________________________________

I/We, being the parent(s) or legal guardian(s) of the identified minor, do hereby appoint:

 1)  Name  __________________________________    Phone  ________________________

      Address  __________________________  City  ____________  State  _____  Zip  ______

 2)  Name  __________________________________    Phone  ________________________

      Address  __________________________  City  ____________  State  _____  Zip  ______

to act in my/our behalf in authorizing medical care for the identified minor during the period of my/
our absence, from:

  ____________________________  through ____________________________

  

    

IF AVAILABLE, TELEPHONE NUMBER WHERE PARENT MAY BE REACHED:   ___________________

Month  Day         Year Month  Day         Year

Signature of Parent/Guardian         Date Signature of Parent/Guardian      Date

Print Name/Birthdate

Address of Parent/Legal Guardian Address of Parent/Legal Guardian

Signature of Witness         Date Signature of Witness      Date

Signature of Appointed Representative  Date Signature of Appointed Representative                Date
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Patient Name (Minor):

Date of Birth:
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W
ithout It!

Parental A
uthorization to 

Treat M
inor in A

bsence of 
Parent/Legal G

uardian

O
n those occasions w

hen you w
ill 

not be available to care for your 
child in either an em

ergent or non-
em

ergent health situation, there 
is a form

 that you can com
plete 

to authorize care by another 
individual or individuals.
Planning ahead for any 
unexpected event w

ill give you 
peace of m

ind w
hile you are 

aw
ay and elim

inate any delays in 
treatm

ent, avoiding unnecessary 
anxiety and discom

fort for your 
child.
Follow

ing com
pletion of the form

, 
give it to the adult(s) you have 
designated and explain its use.  
M

ake sure they know
 that they 

should bring the form
 w

ith them
 to 

the care center in the event that 
m

edical care w
ill be needed.

Take Care of 
Them

!


