Carlisle Pediatric Associates, P.C.
AUTHORIZATION TO INITIATE AND APPROVE MEDICAL CARE

· I am the child’s biological or adoptive parent and I hereby authorize the person(s) listed below to initiate and approve medical care for my child/children in my absence. This person will be authorized to: discuss my child’s medical information, authorize medical decisions on my part, give consent for tests, age appropriate vaccines, and/or treatments. 

PRINT name of authorized person:              Relationship to patient 
________________________________      _________________

PRINT name of authorized person:              Relationship to patient 
________________________________      _________________

List all patients’ names and birthdates to which this applies:
Patient: ________________________________  Date of Birth:    ___ / ____/ _____
Patient: ________________________________  Date of Birth:    ___ / ____/ _____

Patient: ________________________________  Date of Birth:    ___ / ____/ _____

Patient: ________________________________  Date of Birth:    ___ / ____/ _____

Patient: ________________________________  Date of Birth:    ___ / ____/ _____

Patient: ________________________________  Date of Birth:    ___ / ____/ _____                     

PRINTED name of parent filling out form:
__________________________________

Parent Signature:





         Todays Date:

__________________________________       ____/____/______

List the contact phone number you can be reached at during the appointment: ________-_________-__________   

