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I, ___________________________________ (parent) and ____________________________ (parent) 

authorize the following adult(s) to bring my child, _______________________________________for 

his/her allergy shots and/or medical visits (please circle one or both of theses options).  

These individuals have the right to authorize medical treatment under the direction of the doctor on 

call if such treatment is needed. 

Adults who may bring child for shot or visit:     ____________________________________________ 

    ____________________________________________ 

    ____________________________________________ 

Parent Signature: ____________________________________________________________________ 

Relationship to Patient: _______________________________________________________________

If minor's first visit is without a custodial parent this form should be notarized. 


