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Periodically there may be times when you are unable to bring your child to the office for an appointment and need to rely on a family member or friend. We understand these circumstances; however, we must have a written authorization letter allowing this person to accompany your child(ren). The person bringing your child will need to present a photo identification at each time of service. 

This authorization gives the person listed below permission to bring your child(ren) to appointments and speak to the doctor regarding protected health information.  Furthermore, this authorization allows the person(s) listed below the authority to give authorization and consent for:
□ Make all general dental and health decisions with no restrictions. Please list all known allergies: 
________________________________________________________________________ 
**OR** Only:
□ Examinations
□ X-rays 
□ Fluoride
□ Treatment 
□ Immobilization by Assistant/Papoose Wrap
□ Oral Surgery 
□ Medication: Please list all known allergies:__________________________________
□ Anesthesia (includes Nitrous Oxide, conscious sedation medications, IV sedation, and general anesthesia)
□ View medical and insurance records
□ View Bill/Account information
□ Other: _______________________________________________________________
I, ____________________________________, give the person(s) listed below permission to bring my 
Child(ren) to ___________________________________________________________ and to discuss and share medical information about my child(ren). 
I also give them authority to make more serious or urgent health care decisions in the event I cannot be reached or where it is of an emergency nature where there is not sufficient time to seek out my specific consent. 
This consent will remain in effect until _______________________ (expiration date).  If no expiration date is given, then this consent will remain in effect until it is revoked by notifying our office, in writing.  

I understand I am responsible for any expenses incurred in my absence.

Child’s Name: _________________________________ DOB: ____________________ 

Child’s Name: _________________________________ DOB: ____________________ 

Child’s Name: _________________________________ DOB: ____________________ 

(IF ONLY PARENTS CAN BRING CHILD IN, PLEASE INDICATE ‘NONE’) 

_______________________________________________		_______________________ 
Name of Person (allowed to bring child) 					Relationship 			

_______________________________________________		_______________________
Name of Person (allowed to bring child) 					Relationship 		

_________________________________________________ 		____________________
Signature (Parent/Guardian)						Date
For any questions regarding this consent please contact me at the below information.  I will try to stay available during my child(ren)’s appointment time to answer any questions that may arise.
Parent/Legal Guardian Name: ____________________________________________________________

Check Preferred Phone #:
□ Home Phone: ______________________________________________________________________
□ Cell Phone: ________________________________________________________________________
□ Work Phone: _______________________________________________________________________

Address:  _____________________________________________________________________________

Additional Parent/Legal Guardian Name: ___________________________________________________

Check Preferred Phone #:
□ Home Phone: ______________________________________________________________________
□ Cell Phone: ________________________________________________________________________
□ Work Phone: _______________________________________________________________________

Address:  _____________________________________________________________________________
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