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Pediatric Associates
of the Northwest, P.C.

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
Portland Office: Lake Oswego Office:
2525 NW Lovejoy #200, Portland, OR 97210 4103 SW Mercantile Drive, Lake Oswego, OR 97035
503-227-0671 telephone 503-227-0676 fax 503-636-4508 telephone 503-635-3729 fax
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