
Pediatric Healthcare Associates, P.A. 

 
 

 

Authorization for Medical Care to Minors 

 

 

 
I ___________________________ the parent or legal guardian of the minor(s) listed 

below: 

 

__________________________________ DOB _______________________________ 

 

__________________________________ DOB _______________________________ 

 

__________________________________ DOB _______________________________ 

 

Do hereby authorize medical treatment by Pediatric Healthcare Associates. 

 

Name of adult person(s) who can bring child in for medical treatment 

 

______________________________________________________________________ 

 

______________________________________________________________________ 

 

______________________________________________________________________ 

 

Telephone number(s) where the parent or guardian can be reached. 

 

(           )           -                                 (          )           - 

 

 

 

 

______________________________________________________ 

Parent signature & relationship to minor 

 

________________________________ 

Date 

 


