
 
 
 

Authorization to treat in the absence of parent or guardian 
 

I authorize the following person(s) 
 
______________________________________, my ____________________________, 
 
______________________________________, my ____________________________, 
 
______________________________________, my ____________________________, 
 
to be present at any exam and consent to treatment by any provider at PANW, P.C. 
 
This authorization is for my child/children, 
 
First Name   Last Name    Date of Birth 
 
First Name   Last Name    Date of Birth 
 
First Name   Last Name    Date of Birth 
 
First Name   Last Name    Date of Birth 
 
First Name   Last Name    Date of Birth 
 
 
Parent/Guardian Signature    Printed Name 
 
Address 
______________________________________________Date ___________________ 
Phone 
 

□ Not applicable at this time_____________________________________________ 
     Signature    Date 
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