
 
 

Authorization for Treatment of a Minor 

 

 
1) Today’s Date: ____________________ 

 

 

2) Child’s Name: ___________________________________________ 

 

 

3) Child’s Birthdate: ________________________________________ 

 

 

4) Phone Number where Parent/Legal Guardian can be reached in case 

of an emergency: _______________________________________ 

 

 

5) Name of person authorized to accompany child for medical treatment 

and to make medical decisions in the event that a parent cannot be 

reached:  

    ________________________________________________________ 

           (Relationship  to Parent/Legal Guardian)  _____________________ 

 

 

 
Parent/Legal Guardian signature: ____________________ 

 

 

 

 

 
 

Pediatric Health Associates* 

River North Medical Office Building 

636 Raymond Drive, Suite 205 
Naperville, IL 60563-9791 

Phone 630.717.2300, Fax 630.717.9638 
pha@pedhealth.net 

 

*Business and Medical Office 

 

Pediatric Health Associates 

24600 W. 127th St. Unit 2 
Building B Suite 135 
Plainfield, IL 60585 

Phone 815.609.2300, Fax 815.609.2309 
pha@pedhealth.net 

 

Pediatric Health Associates 

Health & Education Center of West Chicago 

550 E. Washington, Suite E 
West Chicago, IL 60185-2234 

Phone 630.876.4460, Fax 630.876.1032 
pha@pedhealth.net 

 




