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             515 N. Virginia Ave Eureka, MO 63025
        (P) 636.587.3000 (F) 636.587.2243

                 Ted Green, M.D.     Douglas Nozaki, M.D.

CONSENT FORM
Patient’s Name: ________________________________________   DOB: __________________
Medical Information Disclosure:

· I authorize Eureka pediatrics to call the primary phone number listed below and leave a message regarding appointment reminders, insurance items.  ____ Initial

· I authorize Eureka Pediatrics to use and disclose pertinent health information about my child/children for school camp or sport forms and securely fax such information as requested by school or parent/guardian.  ____ Initial

The phone number provided below is the best number for Eureka Pediatrics to contact me and will be listed as the primary number of my child/children’s account.


Primary Phone Number: ____________________________ Mom Cell   Dad Cell

Medical/Consent Information:

I authorize Eureka Pediatrics, its physicians and staff, to share all medical information with the following individuals.  The individuals listed below are involved in my child’s care and have authorization to talk to our staff on the phone and bring my child into the office.  The individuals also have my consent to bring my child for immunization and any other medical treatment that may be needed during the office visit if I am not able to be present.  Both parents will automatically have authorization unless court documents are presented specifically stating one is not authorized.

ARE PARENTS SEPARATED, IF YES SEE BELOW
               
       Yes    or    No
Do both parents have joint custody?                         


       Yes   or    No

If yes, is there a court document stating this?                                                       Yes   or    No
· At this time I do not want to authorize anyone other than parent/guardian

***DO NOT LIST MOTHER OR FATHER***
Name: ____________________________________ Relationship to Patient: ______________________

Name: ____________________________________ Relationship to Patient: ______________________

For children age 16 and older: I give permission for them to present to Eureka Pediatrics for care without the presence of an adult guardian.  This permission will remain in effect until such time that I specifically revoke it.

_____________________________________________________________________________________


Parent/Guardian Signature

    Printed Name



Date
