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DELEGATION OF CONSENT
VOLUNTARY AUTHORIZATION OF NON-PARENT/NON-LEGAL GUARDIAN TO ACCOMPANY PATIENT

Patient’s Full Legal Name: ______________________________________________________ 		

Patient’s Date of birth (MM/DD/YYYY): _________________

By law, any child under eighteen (18) years of age cannot be seen by a doctor without consent from their parent or legal guardian. If the minor arrives at Wee Kare Pediatrics clinics accompanied by someone other than their parent or legal guardian, our practice requires written permission from you (legal parent/guardian) that this adult has been appointed to accompany your child. Non- parents or non-legal guardians must provide an ID upon each office visit. 

Below, please list those individual(s) who may accompany your child in your absence: 

_____________________________________	      _________________________ 	__________________________
Name 					          Relationship to Patient		Phone #
_____________________________________	      _________________________ 	__________________________
Name 					          Relationship to Patient		Phone #
_____________________________________	      _________________________ 	__________________________
Name 					          Relationship to Patient		Phone #
_____________________________________	      _________________________ 	__________________________
Name 					          Relationship to Patient		Phone #

AUTHORIZATION: 

I am the parent or legal guardian of the above-named minor patient. I have medical consenting rights for my child. If the patient comes into the clinic with one of the individual(s) named above.  I give advance authorization and consent for the patient to receive routine or emergency medical, dental or other healthcare treatment. I understand information about my child’s diagnosis, treatment, and care may be shared with the individual(s) listed above on the day of the visit. 
This delegation shall be valid until I withdraw delegation of consent.

PLEASE PRINT:

 _______________________________________________ 	_______________________________________________ 
Parent or Legal Guardian’s Name 			Phone Number Where I Can Be Reached

 _______________________________________________ 	_______________________________________________ 
Parent or Legal Guardian’s Signature 			Date
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