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GUARDIAN AUTHORIZATION FOR MEDICAL COMMUNICATIONS
(complete, print, sign, and date this form and deliver to Lexington Pediatrics)
Note: You may need to Enable Active Content in your MS Word Options which allows you to enter your data directly into this form.
I, (printed name)__     _________________, the parent/guardian of:

	Patient Name
	Date of Birth

	      FILLIN  1.  \* MERGEFORMAT 
	     

	     
	     

	     
	     

	     
	     

	     
	     


give authorization to the providers at Lexington Pediatrics, P.C. to discuss, disclose, and otherwise inform the following persons listed below about the medical care and treatment of the above named children.

	Authorized Person
	Relationship

	     
	     

	     
	     

	     
	     

	     
	     


These authorized responsible individuals may accompany my children to Lexington Pediatrics for routine and urgent care appointments. 
This authorization includes all designated authorized individuals and supersedes any and all previous designations made by myself or others relating to the above children.
_______________________________
________________

Signature 
Date 
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