h”rexoma Pediatrics

Medical Authorization for Minors

Printed Name of Child:

Child’s Date of Birth:

We (l) hereby authorize the following persons to authorize medical treatment, call to request medical
information, and/or sign for immunizations for the above named child:

Relationship to child

Relationship to child

Relationship to child

Relationship to child

Relationship to child

Parent or Guardian Name:

Parent or Guardian Signature:

Date:
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