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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:		      Subscriber’s Date of Birth  ________________________

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:

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


