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Authornization to Treat a Minor

I (parent'sname) hereby authorze the folb wing person to
give theirconsent forhealth care treatmentto be administered by medicalprovidersat
Accesa Health to my minorc hild (minors name) unti

(date you wish this authorization to expire, state "no

expiration"if desired).

Representative: Relationship:

Iam aware that Accesa Health medicalprovidersdiagnose and treatcommon
ilne sses, prescribe medications, ecommend overthe countermedic ations, provide
health screening and diagnostic testing and administervaccinations, among other
services.

IThave listed any known allergies my child hasin the space below.

Known Allergies (including medications, dye, latex, eggs, etc.)
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Signature of Parent:

Relationship to Minor:

Date:




