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Authoriza tion to  Tre a t a  Minor 

 

 

I ___________________________ (pa re nt's na me ) he re b y a utho rize  the  fo llo wing  pe rso n to  

g ive  the ir c o nse nt fo r he a lth c a re  tre a tme nt to  b e  a dministe re d  b y me dic a l pro vide rs a t 

Ac c e sa  He a lth to  my mino r c hild  ___________________________ (mino r's na me ) until  

___________________________ (da te  yo u wish this a utho riza tio n to  e xpire , sta te  "no  

e xpira tio n" if de sire d). 

 

Re pre se nta tive : ___________________________ Re la tio nship : __________________________ 

 

I a m a wa re  that Ac c e sa  He a lth me dic a l pro vide rs dia g no se  a nd tre a t c o mmo n 

illne sse s, pre sc rib e  me dic a tio ns, re c o mme nd o ve r the  c o unte r me dic a tio ns, pro vide  

he a lth sc re e ning  a nd d ia g no stic  te sting  a nd a dministe r va c c inatio ns, a mo ng  o the r 

se rvic e s. 

 

I ha ve  liste d  a ny kno wn a lle rg ie s my c hild  ha s in the  spa c e  b e lo w. 

 

 Kno wn Alle rg ie s (inc luding  me dic a tio ns, dye , la te x, e g g s, e tc .) 

  

1. 6. 

2. 7. 

3. 8. 

4. 9. 

5. 10. 

 

Sig na ture  o f Pa re nt: ___________________________ 

 

Re la tio nship  to  Mino r: ___________________________ 

 

Da te : ___________________________ 


