
PEDIATRIC ASSOCIATES 

 
 
 

AUTHORIZATION for MEDICAL CARE 
 

I _________________________________ hereby authorize the following individuals: 
 
 
 A.  ___________________________________________________ 
 
 B.  ___________________________________________________ 
 
 C.  ___________________________________________________ 
 
 D. ___________________________________________________ 
 
To give consent for treatment for the following children in the event of illness or 
injury: 
 
 A. ___________________________________________________ 
 
 B. ___________________________________________________ 
 
 C. ___________________________________________________ 
 
 D. ___________________________________________________ 
 
 
My child’s doctor is: ___________________________________________________ 
 
 
 
Signature ___________________________________________________ 
 
Relationship _________________________________________________ 
 
Date _______________________________________________________ 
 
Witness _____________________________________________________ 
 
 
 
 

PLAZA 
4400 Broadway, Ste. 206 
Kansas City, MO  64111 

Phone: 816.561.8100 
Fax: 816.561.8154 

LEE’S SUMMIT 
701 NW Commerce Dr. #102 

Lee’s Summit, MO  64086 
Phone: 816.554.3646 
Fax: 816. 554.3607 

Name of Parent of Guardian 

Name of Representative 

Name of Child 


