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    PARENTAL/ LEGAL GUARDIAN 
PREAUTHORIZATION FOR MEDICAL CARE TO A MINOR
For established or reoccurring  patients  of  the  practice,  it  may  be  more  convenient  to  have  prior authorization for medical care delivered to  minors  without  a  parent  having  to  be  present  during each treatment. Please review the following authorization and consent for treatment and complete the information if you want to authorize such treatment in advance.

AUTHORIZATION
I (we) request and authorize __________________________	and its personnel to deliver medical care to my (our) child listed below:
Name of Minor: ________________________________________________ Date of Birth: ______________________

Please try to contact me (us) regarding the healthcare of my (our) child at the following number(s):
1. Parent’s Name: _______________________________________________________________________________
Phone (office/home): ____________________________________________
2. Parent’s Name: _______________________________________________________________________________
Phone (office/home): ____________________________________________
3. Other (relationship): ___________________________________________________________________________
Phone (office/home): ____________________________________________

GENERAL CONSENT
Medical evaluation, diagnosis and treatment; diagnostic services including lab tests or radiology procedures; prescription and administration of medications; counseling; and other healthcare services as define in I.C. SS 32-1015(4)(a) and no further consent is required to authorize such healthcare services.
OR
Decline consent for the following specified services: (Describe) ______________________________________________________________________

If I have questions regarding any health care services consent to under this form, I will contact the facility/ clinic to address the questions or concerns. I understand that the practice of medicine is not an exact science and no promises or guarantees have been made nor can they be made to me concerning the outcome of healthcare services. I understand if I have any questions regarding this authorization or about the services offered that I may discuss them with my child's healthcare provider.
						Parent/Legal Guardian Initials: _________
By signing below, I acknowledge I have read and I understand I am the minor child's biological parent, adoptive parent, or the individual granted exclusive right and authority over the welfare of the minor child under state law. I understand that I may revoke this consent at any time to the extent that services have already been rendered. To revoke this authorization, I further understand that I must provide written notice. This authorization will is effective for one year from the date of initiation and will not automatically renew. There are no penalties for revoking this consent.

I agree that I am financially responsible for payment for the healthcare services rendered to the minor patient and agree to comply with the entities financial policies. I will promptly pay co-payments, deductibles and other amounts not covered by applicable insurance or third-party programs when applicable.

Printed name and Relationship:  ________________________________________________________________________________
Signature: _________________________________________________________________ Date: ___________________________
NOTE: If any special parental or custodial relationship (such as custody with one parent only, legal custody/ guardians with no parent, etc.)  is  in  place,  please  explain  in  the  space  below  with  your signature, printed  name, and a phone number at which you can be contacted.


Printed Name: _________________________________________________________________ Phone:  _______________________
Signature: ______________________________________________ Date: ________________MSE768 Revision001
Approved
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Patient Sticker
Last _________________________
First _________________________
DOB _________________________
FIN __________________________
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