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DESIGNATION OF ANOTHER PERSON TO CONSENT FOR TREATMENT 

 

Children should be brought in for treatment by a parent or legal guardian. However, there may be times when 
someone other than a parent or legal guardian will need to bring your child to the doctor. That person could 
be a baby-sitter, other family member or friend. During these times, if your child needs to be seen by a doctor, 
the person who brings your child in must be able to represent you in order to provide care. 
 
By completing this form, you are designating who may bring your child in for medical care when you are 
unable to come with the child. The person you designate to represent you must be 18 years of age or older. 
 
 
Instructions for Use of this Form 

1. Use a separate form for each person you choose to represent you. 
2. Use a separate form for each child. 
3. Complete all the information on Pages 2 and 3 of this form for each child. 
4. Sign and date the form. An adult must witness your signature. The witness can be any adult including 

the person you have chosen to represent you. 
5. Give the completed form to the person(s) you have chosen to represent you. They must bring the form 

with them when they bring your child/children to the doctor. 
6. A copy of the form will be kept in your child’s medical record; however, the person(s) you have chosen 

to represent you should still bring a copy with them each time they come in with your child. 
7. You have two options for the length of time the form is valid: 

 The form can be valid until you revoke it in writing, OR 

 The form can be valid for a designated time period. 
8. To revoke the form, you will need to complete the required information on Page 4 and submit it the 

doctor’s office. 
9. Please make your designee aware that it is very important they obtain any patient instructions in 

writing before leaving the doctor’s office. If you have questions about the instructions, please call the 
doctor’s office. 
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DESIGNATION OF ANOTHER PERSON TO CONSENT FOR TREATMENT 
(Please Print) 

 
 

I, __________________________________, am unable to accompany my child _________________________ 
             (Name of Parent/Legal Guardian)                                  (Name of Child) 
 

to ______________________________________________________. Therefore, I give my permission to  
                                     (Name of Practice) 
 

_______________________________________as follows (check ONE):  
                                (Name of Person) 

 

□ I give permission for this person to seek treatment (including any type of minor procedure or diagnostic  
 

test, etc.) and provide consent for such treatment if attempts to contact me are unsuccessful. 
 

□ I give permission for this person to seek treatment (including any type of minor procedure or diagnostic  
 

test, etc.) and provide consent for such treatment without having to contact me. 
 
 
Expiration (check ONE): 

□ This designation will remain in effect until I revoke it in writing by completing the information on Page 4. 
 

□ This designation is valid only during the following time frame: 

 
Effective From: ______________________________ Effective To: ________________________________ 
                                                    (Starting Date)                                                                                     (Ending Date) 

 
___________________________________________             ______________________            _____________ 
                  (Signature of Parent or Legal Guardian)                   (Date Signed)                                          (Time) 
 

 
___________________________________________             _______________________            _____________ 
            (Signature of Witness – 18 years of age or older)    (Date Signed)        (Time) 
 
 

Address: __________________________________________________________________________________ 
 
Home Phone: ____________________ Cell Phone: ___________________   Work Phone: _________________ 
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DESIGNATION OF ANOTHER PERSON TO CONSENT FOR TREATMENT 
 

Medical Information 
 

 
Name of Child:     ___________________________________________________________________________ 
                  (Last Name)                   (First Name)         (Middle Initial) 
 

Birthdate:  ________________________________________________________________________________ 
 
Allergies: _________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
Allergies to Medication(s):___________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
Hospitalizations (list dates and reasons for hospitalization): _______________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
Medication(s) Child is Taking: ________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
Immunizations (Shots) Child Has Had. Please Bring Shot Records with the Child: ______________________ 
 
________________________________________________________________________________________ 
 
Other Information: ________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
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DESIGNATION OF ANOTHER PERSON TO CONSENT FOR TREATMENT 
 

NOTICE TO REVOKE 
 

 
I, __________________________________, am the parent/legal guardian of __________________________. 
                  (Name of Parent/Legal Guardian)                             (Name of Child) 

  
Please immediately revoke prior permission for ______________________________________ to consent for 
                                                                                                                                      (Name of Person) 
 

treatment of my child. 
 
 
 

___________________________________________              _______________________          _____________ 
                  (Signature of Parent or Legal Guardian)                      (Date Signed)                                       (Time) 
 

 
___________________________________________             _______________________            _____________             
            (Signature of Witness – 18 years of age or older)      (Date Signed)       (Time) 
 
 

 
Address: __________________________________________________________________________________ 
 
Home Phone: ____________________ Cell Phone: ___________________   Work Phone: _________________ 
 
 
 
 
In order to process your Notice to Revoke, please bring this form with you to your next visit or fax it to:  
 
 

 
Thank You 

 
 
 
 
 
 
 
Effective Date:  June, 2016 

For Office Use Only 

Revoked By (Employee Name): __________________________________ Date: ___________________ 

 

 

 


