DallasAllergylmmunology

Guardian Permission for Treatment of Minor

You and your child’s physician have discussed ppsed course of treatment for

(Name of child)
You have indicated, and your doctor concurs, tlatwish your child to assume the limited
responsibility of coming to our office for theieatment accompanied by

(Name of person authorized to accompany child )
as your agent to consent to the following (iniialpertinent):

series of allergy shots

examinations

pulmonary function tests (pft)

blood draws

immunizations (flu shot)

breathing treatment(s)

other

emergency treatment of allergic r@actr asthma

You are acknowledging by your signature that teks;i benefits, and alternatives to the
treatment(s) or examinations checked above have éqdained to you. You understand that
this authorization is given to provide your authypend power to your agent to give specific
consent to any and all evaluations, diagnosistrtreat or care that they, in the exercise of
their best judgment, may deem advisable.

This authorization also grants to your agent thegrdo sign for release of information to
any third party payors who may be responsible &t pr all of the cost of the services
provided.

Please feel free to call us if you should have@mgstions or concerns. If you want to revoke
this consent, you must do so in writing prior tauyehild’s scheduled appointment: this
should mailed or given directly to us.

Parent Date

Parent Date
Sgnatureisonly valid for one year.
NOTE: Parent with whom the child lives should sigis form. If you are

separated/divorced with a decree, which authogpesent, or some special legal
circumstances exist, please provide a copy ofrpattilegal papers with this consent form.



