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AUTHORIZATION TO TREAT A CHILD
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-Aupnremurleplgwdimofﬂ:efolbwin;dﬂdtm (first and last names and ages)

Child #1 Child # 2 Child #3

I bereby authorize:

(Nmofo&umtwhomfwdrﬂd)

) : . (eﬁm'nfamnyw&omdamofugnmg‘ ing)
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Signature: : or
(mother/guardian) (father/guardian)

Home address of parent or guardian:
Phone number of parent or gusrdian:
Family Physician: Phoue number:
Parent or guardian’s employer: Phooe numbes: —
Health insurance company: Group Number:

MEDICAL HISTORY

Child #1 Child #2 Chiid #3

Name of Child:

Chronic linesses

Allergies:
Current Medications:

Date of Last D.P.T. Immunizstion:

Other:

For additional authorizatiog forms, please call Tuality Commmunity Hoepital, 6811182 or Tuality Forest Grove Hospital, 357-716].
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