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AUTHORIZATION TO CONSENT TO TREATMENT OF A MINOR WHEN LEGAL GUARDIAN and/or PARENT(S) IS UNABLE TO BRING PATIENT 


I, __________________________, parent or guardian of  _________________________                                                                                                                   , do hereby authorize ___________________________________________as my agent(s) to consent to medical treatment and/or diagnosis of care which is deemed advisable by and is to be rendered under, the general or special supervision of a licensed professional counselor. This authorization also includes psychological treatment and/or diagnosis of care which is deemed advisable by and is to be rendered under, the general or special supervision of a licensed professional counselor. It is understood that this authorization is given to provide authority and power on the part of my aforesaid agent(s) to give specific consent to any and all such evaluation, diagnosis, office treatment, which a provider, in the exercise of his/her best judgment may deem advisable.

This authorization shall begin on           /      _ /         and shall remain in effect until revoked. 

Description of treatment for which authorization to consent is being given: 
        Emergency Decisions 
        Psychological Treatment
        Evaluations 
        Psychiatric Evaluations 
        Other–specify: ____________________________________________________

        /          / 	
Date                                                         Signature of parent, guardian or other legal representative
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