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Four Seasons Pediatrics, LLC

Consent by Proxy for Non- Emergent Pediatric Care

For families who are ongoing patients of Four Seasons Pediatrics

This form is to authorize specific people to bring your child(children) in for care – this is optional

This form applies to anyone other than the biological parents who may be bringing in or calling about your child(children). 

    *** Please note we will need to see identification (i.e. license/photo ID) of the person(s) listed below when they bring your child(children) into Four Seasons Pediatrics. ***
I(we) appoint the following people to act as my(our) proxy decision maker for consenting to non-emergent medical care for my(our) children listed below.  I(we) have the legal right to delegate such consent to the proxy decision maker who is an adult and legally and medically competent to exercise the authority so delegated.  I(we) are advised that protected patient health information may be shared with the proxy to facilitate informed decision making.
Name _______________________________ Relationship to patient ______________Phone # ____________________
Name _______________________________ Relationship to patient ______________Phone # ____________________
Name _______________________________ Relationship to patient ______________Phone # ____________________
This proxy applies to my (our) children listed below:

Name _______________________________DOB ______________

Name _______________________________DOB ______________

Name _______________________________DOB ______________

Name _______________________________DOB ______________

Limitations

Identify any limitations on the kinds of medical services for which this authorization is given.  If none state “none”
_________________________________________________________________________________________
Identify any limitations on the time frame for which this authorization is given.  If none state “none”:

_________________________________________________________________________________________
Parent/Guardian contact information

If the nature of the medical care is not routine, please try to contact me(us) regarding the health of my(our)children at the following telephone number(s).  If you are unable to contact me(us), you may rely on the proxy decision maker for consent.

Name ________________________________                     Name ______________________________

Relationship ___________________________                     Relationship _________________________

Daytime ph# ___________________________                    Daytime ph# _________________________

Evening ph# ___________________________                     Evening ph# _________________________
_______________________      ___________                      _______________________      __________

Signature Parent/Legal Guardian             Date                                              Signature Parent/Legal Guardian             Date
