
PERMISSION TO ACCOMPANY A MINOR

I, ____________________________ the parent or legal guardian of ____________________________(name of child)

residing at _____________________________________________________________________________ (address) born on the

______ day of_________________________, 20______ do hereby consent and allow ____________________________
(name of adult to be accompanying child) to accompany my child and authorize treatment for my
child in accordance with the office policy of Pediatrics. This includes but is not limited to
accompanying the child into the exam room, signing all necessary documentation upon check-in,
providing proof of valid health insurance, proving the child�㼀㼀䬀䒰Рૐૐૐૐ흊inallo6Р0ϐЀԐҀԀ0Ԁ o b�ः儀䰀䬀㼀䐀䐀䔃f oB 퀅A倄낰0Ԁ eҠϐҀҀҰw 䨀䌀t관관관관관관관관관xxam ϱ관a dance with ttՄ뀅�　〄뀄  

tрАu䐀䔀伀̀Ѐः嘀䄀̀倀一

ҰР0ϰрѐҀЀਐԀild int�


