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  Family Medicine

  Personalized Care for 

   Every Stage of Life

Treatment Authorization for Minors 

We recognize that parents may not always be able to be present during treatment of their young child or teen. This form addresses the situation when your child is alone or accompanied by another adult. 

I, (parent/guardian) _______________________________________________________  

Authorize my child _______________________________________________________ 

Date of birth ____ / ____ / ____ 

May be treated: (circle one) unaccompanied accompanied 

Can be accompanied by 

 _______________________________________ (must have Picture ID at visit) 

 _______________________________________ (must have Picture ID at visit) 

 _______________________________________ (must have Picture ID at visit) 

This authorization is valid for one year unless you notify us otherwise
_________________________________________ ____ / ____ / ____ 

Parent Signature Today’s date
Davoodi Family Medicine

3051 Churchill Suite 100, Flower Mound, Texas 75022

Telephone: 972-410-3682 Fax: 972-410-3683
www.DrDavoodi.net

