
READING

DERMATOLOGY

Dr. Jason Hend.ix, DO

Dr.lohn LaManna, MD

Dr.Tiffany Gillis, MD

Amy Hendrix, CRNP

Kara Noon, CRNP

lamie LaPorte, PA,C

Kelly Mickulik, PA,C

Alexandra Schaeffer, PA-C

I,

Authorization to Treat Minor Patient in Absence of parent/Guardian

(name of parent/guardian), the parent and legal guardian of

(name of child), hereby authorize

(name of adult accompanying child to office) to accompany my above-named child to office visits with

(name of p hysic ia n/p hysicia ns) and to consent to the

examination and/or treatment of my child during the office visits

This authorization:

ls effective only on (month/day/yea r)

ls effectlve from to month/day/year

ls effective until revoked by me in writing

I reserve the right to revoke this authorization at any time by writing to the above named physician. I

understand that my child (under 18 years of age) cannot attend his/her appointment without the

accompaniment from the adult listed above

Signature of Parent/G uardian Date

Date

3317 Penn Ave, West Lawn, PA 19609

Phone: 610-750-7891 Fax: 610-750-7896

After Hours Urgent Matter Only 6LO-223-4a7L

Signatu re of Witness


