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Dana’s Discovery Kids Preschool
Authorization for another to consent to treatment of Child



As a parent or legal guardian of the following children:  (names and ages)
Name: __________________________________ age: _____________________________
Name: __________________________________ age: _____________________________

I hereby authorize Emergency Department Physician at St. Charles Medical Center or Dana’s Discovery Kids Staff who is 18 years of age or older to consent to any medical or surgical treatment of the above child(ren) which such person deems advisable if a parent or legal guardian cannot reasonably be located when the children are brought for treatment.

The above authorization will be effective as of __________________ through __________________. During this period the parent or legal guardian of the above children will be at the following location: __________________________________________________________________________________
I assume financial responsibility for the treatment of the afore mentioned child or children.
Signature: ______________________________ or ________________________________________
		(mother/guardian)						(father/guardian)
Witnessed by: ____________________________________

Home address of parent or guardian: ________________________________________________________
Phone address of parent or guardian: _______________________________________________________
Family physician: ___________________________ Phone number: ______________________________
Employer: ________________________________ Phone number: _______________________________
Health Insurance Company: __________________________________ Group #: ____________________




	Name of Child

	

	Chronic Illnesses or Allergies
	

	Current Medications:
	


	Date of last D.P.T. Immunization:
	
	
	

	Other:
	







