[image: image1.jpg]VALLEY VISTA
MEDICAL GROUP

Authorization to Consent to Medical Treatment of Child

l, , of

“ParentLegal Guardian Name Street Address, City, State, Zip code

am the lawful guardian of the child listed below.

Child’s Name:

OMale  [OFemale
Age: Date of Birth:

Address:
[dSame as parent

Health Insurance:

Current Medications:

Current Allergies:

| authorize to consent to care for my child
Name of Authorized Adult

listed above on Tuesday, May 19", 2009. This authorization is limited to consent
for a sports physical evaluation only.

Parent or Legal Guardian’s Signature: Date:

Authorized Adult's Signature: Date:





