PARENTAL AUTHORIZATION

Consent to Medical Treatment for Child

I, X , of

address

Cily . &1 Zip e

arm the parent or legal guardian having legal custedy of the child{ren) listad below.

While being absent from my child{ren), from

Mo _ day WAL L wiritil i, - day wear_____

| e c-m:uste-d his‘hes'their cara fo:

Address e

ity St Zip

| authorize the adults) listed above fo consent to any X-ray examination, anesthetic, medical or surgical diagnosis ar
treatment, and hospital care, 1o be renderad 1o the child{ren} under the genaral or special supervision and on the advice of
any physician or surgeosn licensed fo practice in the Commonwealth of Kentucky anddor state of Indiana,

CHILD'S MAME DATE OF BIRTH ALLERGIES CURAREMT MEMCATIOMNS
e
Fartinant
Kedical History _

Pt e
Fastinent
Medical Hisbooy _

35
Pt dnt

Bdadbcal Hisiory T P

£|
Parirant
Kedical History

Chilef's Dactar Marme: S Phaaoe #:

redical Insurance Information: FPolicy Holder e = - -
Insurarnce Co. e
Policy Rumber Group #

This autharization shall only be eflactive during my sbsence on the datas sa1 forth above. | agree to ba financially
responsibla for all costs of medical freatment rendered 1o my child{ren).

Farent Signatura: Diate

Witness Signature: Crate
Brasiaty Oethopassizss, PRC 5008 (Fle, 5-10-081]
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