Authorization for Treatment of a Minor without the Parent or Legal Guardian Present

Re: Patient’s Name: _______________________________ Patient’s Date of Birth: __________________

To Pedicorp, P. C.:

I, _______________________________________________________, the legal guardian or parent of the above listed 

child, give authorization for the individuals listed below (these individuals MUST be a legal adult and present 
during treatment) to make medical decisions in my absence for the health and well-being of the child listed 
above. These individuals may authorize and sign for all medical procedures and/or treatments performed in the 
Pedicorp, P. C. offices. I will supply this person with form of payment prior to any visit for past balances, current 

copay, co-insurances, and/or deductibles, and understand that I am financially responsible for my child.
_______________________________________________________________

Name






date of birth

_______________________________________________________________

Name






date of birth

This authorization will remain in effect indefinitely from the date listed below until receipt of written withdrawal 
of this authorization.
Regards,
_____________________________ _____________________________

Signature 



Date
_____________________________ _____________________________

printed name 



relationship to patient
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345 N. Main St. Suite 248
www.pedicorp.com

820C Prospect Hill Rd 

W. Hartford CT 06117





Windsor CT 06095

Office 860-231-8345 fax 860-523-4061



Office 860-285-8251 fax 860-687-1774
