MEDICAL CONSENT AND AUTHORIZATION FOR A MINOR
I, [parent or guardian full name], of [address], phone [phone], am the [parent / legal guardian] of the child named below.
1. Child
Name: [child full name] · Date of birth: [date] · Address: [address].
2. Authorized Adult
I authorize [caregiver full name], [relationship, for example grandmother, nanny, coach], phone [phone], to consent to medical, dental and emergency treatment for my child, including examinations, X-rays, anesthesia and surgery recommended by a licensed provider, when I cannot be reached.
3. Dates
This authorization is valid from [start date] to [end date] [or: until I revoke it in writing].
4. Health Information
Allergies: [list or "none known"]. Medications: [list and doses]. Conditions: [asthma, diabetes, other]. Immunizations up to date: [yes/no]. Pediatrician: [name and phone].
5. Insurance
Insurer: [name] · Member ID: [number] · Group: [number] · Policy holder: [name]. I accept responsibility for the cost of treatment.
6. Limits
[Optional: This authorization does not cover [elective procedures / specific treatments]. The authorized adult must call me before [list].]
7. Release of Information
I authorize providers to share my child's health information with the authorized adult as needed for treatment.
8. Other Parent or Guardian
[Second parent name and phone, if any.] Providers may contact either parent at any time.
9. Contact While Away
I can be reached at [phone], [email] and [backup contact name and phone]. The authorized adult will try to reach me before any non-emergency treatment and will tell me about any treatment as soon as possible.
10. Revocation
I may revoke this authorization at any time by telling the authorized adult and any provider in writing. A copy of this form, including an electronic copy, is as valid as the original.



	Parent or guardian
Name: [name]
Signature: ______________
Date: [date]
	SECOND PARENT (optional)
Name: [name]
Signature: ______________
Date: [date]


