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Today’s Date: _________________

[bookmark: _GoBack]Patient Name: ________________________________________________________ Date of Birth: _________________________ 

  I confirm that I am 18 years of age or older and a legal adult. I hereby give my consent to Wayne Pediatrics, the doctors as well as the staff to discuss my medical care, lab work and treatments with the following: 

  I, _______________________________________, the parent/guardian of the above name child give permission for the following person(s) to seek medical care and treatment for him/her. 

I can be reached by phone at ____________________________________.  My signature below certifies my consent for examination and treatment of my child. 


____________________________________________________________________________________________________________ 
Name of Authorized Person 					Name of Authorized Person 

____________________________________________________________________________________________________________ Parent/Guardian/Patient Signature 				Date 

____________________________________________________________________________________________________________
Parent/Guardian/Patient Printed Name 

____________________________________________________________________________________________________________ Witness 								Date
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