AUTHORIZATION TO PROVIDE MEDICAL CARE

NOTE:THIS LETTER IS NOT VALID WITHOUT NOTORIZATION
To any Hospital or Medical Provider:

This document constitutes my authorization and consent for you to provide any and all medical and nursing care which you deem medically appropriate or necessary to my child:

Full Name:_________________________________________________________________

Date of Birth:_______________________________________________________________

Social Sec. #:_______________________________________________________________

I represent to you that I have legal authority to authorize and to consent to such medical care. I further authorize the bearer of this document to execute on my behalf any and all Consent to Treatment forms which you may require as a condition of treatment.

This authorization is effective this __________ day of _____________, 20____ and shall remain in force until you are given written notice of revocation.

My child’s physician is:

Name:______________________________________________________________________

Address:_____________________________________________________________________

City, State, Zip:________________________________________________________________

Phone Number:________________________________________________________________

My child’s known allergies are:_____________________________________________________

Significant medical conditions known to me are:_______________________________________

_____________________________________________________________________________

Signature:_____________________________________________________________________

Print Name:____________________________________________________________________

Relation to Child:_______________________________________________________________

Address:______________________________________________________________________

Home Phone:____________________________
Business Phone:__________________

Subscribed and sworn to before me

on this day of ____________, 20___

Notary Public: ________________________________
