
 

 

 

 

 
 

 
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 Pediatric Associates of the Northwest, 
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 
  

Phone                                                                                                               Date 
 

□ Not applicable at this time ________________________________________________________________ 

               Signature                    Date 

 

 

 

Beaverton Office                                    Portland Office                      Tigard office 
14795 SW Murray Scholls Dr., Ste. 121          2701 NW Vaughn St., Ste. 360     7150 SW Dartmouth St. 
Beaverton, OR 97007                            Portland, OR 97210                      Tigard, OR  97223 
Tel: 503-673-1071                             Tel: 503-227-0671                          Tel: 503-968-3480   
Fax: 503-227-0676                 Fax: 503-227-0676                        Fax: 503-227-4589 
                                                            
                                                                         portlandpediatric.com                            


