
 

*81200410* 
Auth for Medical Care 

8120-0410 adm13 

REV: 11/2019 

PAGE 1 OF 1 

325 Maine Street, Lawrence, KS  66044 

Patient Label 

 

AUTHORIZATION FOR MEDICAL CARE 

 
I __________________________________________________________ hereby authorize ______________________________________________ 

                   (Name of Parent or guardian)                                                                       (Name of representative) 

  

and/or ______________________________________________________________ to give consent for treatment of my child 

                               (Name of representative) 

 __________________________________________________, ________________________________________ 

 (Name of child)                                                      (Date of Birth) 

 

This authorization is effective from __________________ to _____________________.  

  (Date) (Date) 

 

Child’s Primary Care Physician: ______________________________________________. 

 

List of current medications and dosages: (if none, write NONE):_______________________________________________________________ 

__________________________________________________________________________________________________________________________________ 

Allergies: (if none, write NONE):________________________________________________________________________________________________ 

Medical History: (if none, write NONE):_________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________ 

Date of last Tetanus Shot: ________________________ 

 

Insurance Information: (Name) _________________________________________________________________________ 

 (Address) _______________________________________________________________________ 

 (Phone Number)_________________________________________________________________ 

 (Policy Number) _________________________________________________________________ 

 (Insurance-Employer) ____________________________________________________________ 

 

Guarantor Name, Birthdate, and Social Security Number:______________________________________________________________________ 

__________________________________________________________________________________________________________________________________ 

 

_____________________________________________ ________________________ 

         (Signature of Parent or Guardian)           (Date) 

 

  

 _____________________________________________ 

State of ________________ (Signature of Notary)  

 

County of ______________ ________________________ 

 (Date) 

   

  Commission Expires ______________ 


