
 

 
AUTHORIZATION TO TREAT A MINOR 

 

 
I the undersigned parent of legal guardian of ____________________________________________________ ,  
       Student first & last name    
____________________________, a minor, do hereby authorize and consent to any X-ray, examination, 
      student date of birth 

anesthetic, medical or surgical diagnosis rendered under the general or special supervision of any 
member of the medical staff and emergency room staff licensed under the provisions of the 
medicine practice act, or a dentist licensed under the provisions of the dental practice act, and on 
the staff of any acute general hospital holding a current license to operate a hospital from the state 
of California Department of Public Health.  
 
It us understood that this authorization is given in advance of any specific diagnosis, treatment, or 
hospital are being required but is given to provide authority and power to render care which the 
aforementioned physician in the exercise of his best judgement may deem advisable.   It is 
understood that the effort shall be made to contact the undersigned prior to rendering treatment to 
the patient, but that any of the above treatment will not be withheld if the undersigned cannot be 
reached.  
 
This authorization is given pursuant to the provisions of Section 25.B of the Civil Code of California.  
 
 
LIST ANY RESTRICTIONS: 
____________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________ 

 
SIGNATURE OF FATHER, MOTHER, OR LEGAL GUARDIAN:_____________________________________________DATE_________________ 
 
ADDRESS___________________________________________________________CITY_______________________________________STATE________ZIP____ 
 
 
THIS CONSENT SHALL REMAIN IN EFFECT UNTIL__________________________________ 

LAST TETANUS BOOSTER:__________________________________________________________________________ 

 

ALLERGIES TO FOOD OR DRUGS:_______________________________________________________________________ 

 

ANY SPECIAL MEDICATIONS OR PERTINENT INFORMATION: 

_____________________________________________________________________________________________________ 

 
TELEPHONES WHERE PARENTS/GUARDIAN’S CAN BE REACHED: 
  
FATHER’S HOME_________________________________________WORK_______________________________ CELL______________________________  
 
MOTHER’S HOME_______________________________________ WORK_______________________________ CELL______________________________ 
 
PHYSICIAN’S NAME_______________________________________PHONE________________ 

INSURANCE CO._________________________________________ POLICY & GROUP #___________________________________________ 


