CAPITAL PEDIATRIC  GROUP
Consent for Non-Parent to Bring in Child

Name of Patient  __________________________     Date of birth of Patient  ____________________

I am the parent or guardian of  __________________________ (name of patient).  I have the legal right 
to consent for medical treatment for this patient.

I authorize the following individual _______________________________ whose relationship to the child 
is __________________________________ to consent to any medical care which is deemed necessary 
by the physicians and medical providers at Capital Pediatric Group.  

[bookmark: _GoBack]______________________________________   _____________________________                         Signature of parent/guardian			 Name (print)
_________________									                      Date



