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TREATMENT AUTHORIZATION FORM 
 

Name of Patient_________________________DOB____________________ 
 
I hereby authorize ______________________________________ to present my child to 
Pediatric Associates of Mt. Carmel for medical care in my absence, and give Pediatric 
Associates of Mt. Carmel permission to treat any and all medical conditions during this 
and subsequent visits.  This consent is good from ______________ to _______________. 
                                                                              (not to exceed one year) 
 
Signature___________________________________________ date________________ 
 
Relationship to Patient:____________________________________________________ 
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