Account # __________

DIABLO VALLEY PEDIATRICS MEDICAL GROUP, INC.
Authorization to Treat 

Diablo Valley Pediatrics has consent to the examination and/or treatment of _____________________________. 












(Name of patient)

I hereby authorize the following adults (other than mother, father or guarantor) to bring in my child.  To accompany my above-named child to office visits with Diablo Valley Pediatrics Medical Group and consent to the examination and/or treatment of my child during office visits. This authorization includes necessary tests, procedures as well as the administration of any recommended immunizations.
Name of Adults:

________________________________________   ______________________________________
________________________________________   ______________________________________
________________________________________   ______________________________________
This authorization:
______ is effective only on __________________

______ is effective from ____________________ to ____________________ 

______ is effective until revoked by me in writing
I reserve the right to revoke this authorization at any time by writing to Diablo Valley Pediatrics Medical Group.

Signature of Patient ______________________________________ 


 

(Patient is 18 years or older)





        

Signature of Parent or Legal Guardian ________________________________

2/8/18

