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I declare that I am the parent or legal guardian of ________________________________. I confirm 

that the respresentative ________________________________ is a personal representative for all 

purposes relating to the minor child’s or ward’s protected health information. By my signature below, I do 
hereby consent to allow the representative to bring my dependent to ADVANCED ENT and ALLERGY for 
purposes of medical care and treatment. 

I also understand that I am financially responsible for any co-payments due at the time of service, and that 
I am responsible for furnishing ADVANCED ENT and ALLERGY with all insurance necessary to secure 
payment for visits. 

I agree to furnish ADVANCED ENT and ALLERGY a copy of any court order,  custody plan, power of 
attorney, letters of guardianship or similar document if requested.

I understand that ADVANCED ENT and ALLERGY is not obligated to examine or treat the child until all 
documentation it requires has been satisfied regarding authorization for examination and treatment and 
responsibility for payment. 

My representative shall be empowered by this delegation for a period of 12 months from the date of my 
signature. 

______________________________________________
Parent/Legal Guardian Printed Name				  

______________________________________________
Parent/Legal Guardian Signature

______________________________________________
Date

Consent for Care and Treatment of a MINOR

Name of Minor 

Name of Person accompanying Minor

YOU MUST attach a photocopy of the parent or guardian’s driver’s license to this form.

THIS FORM MUST BE COMPLETED PRIOR TO YOUR ARRIVAL AND FAXED TO THE 
APPROPRIATE LOCATION PROVIDED AT THE BOTTOM OF THE PAGE


