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CONTINUING CONSENT TO MEDICAL TREATMENT

Patient Name: Date of Birth:

ID #:

L am the natural parent or Legal Guardian
with legal custody of . I authorize

, an adult who resides at

in the City of , State of

to consent to any medical examination, laboratory tests, and treatment necessary for my minor
child. This shall include consenting for immunizations that my child may be eligible to receive.
I permit any licensed physician, physician assistant, or nurse practitioner that may be employed

by Pediatrix, to render care for my child.

Emergency contact number for parent/guardian:

Patient's allergies:

Regularly taken medications:

Signature of Parent or Legal Guardian Date

Witness: Date:

Witness: Date:
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