
 

 

 
 

In the event of my absence, I give permission to the following person(s) to authorize medical treatment 
for my minor child, including immunizations. 
 
 
______________________________________________  ______________________________ 
Name         Relationship to patient 
 
 
______________________________________________  ______________________________ 
Name         Relationship to patient 
 
 
______________________________________________  ______________________________ 
Name         Relationship to patient 
 
 
______________________________________________  ______________________________ 
Name         Relationship to patient 
 
 
 
 
Child’s name __________________________ Date of birth __________________ 
 
 
______________________________________________  ______________________________ 
Print name        Relationship to parent 
 
 
 
 
_____________________________________ __________________________ __________ 
Parent’s signature     Phone number   Date 
 


