
If your child needs rnedical, dental or hospital serviccs, a parent must

give permission. lt's the larv. What about times when you cannot be

reachec! for pennission? A child may be treated without parental

consent when a physician determines a true emergency exists. 'fhat

means the dostor determines the child needs immediate medical care

and that an atternpt to obtain parental consent would result in a delay

rvhich would increase the risk to the child's life or health.

Except in a truc emergency, care may be ordinarily rendered to a

child only with the consent of the parent or legal guardian.

Sometimes a child rnay need unexpected care which is not, howevcr,

a true emergency. ln such cases, making an effort to contact a parent

for permission can dclay treatment and create unnecessary anxious

moments for the child.

You can prepare for unexpected care your children might nccd r,vhen

you arc away from home. To do this, make sure babysitters knorv

how ro reach you at all timcs. And when you know you will be hard to

rcach. you can give pcrmissiorr to other adults. They can then act for you

by permitting your child to be treatcd if unexpected care is needed.

'l'his is a legal docurnent. With it you may appoint relatives, fricnds,

tcachcrs, clergy, neighbors- anyone who is ovcr l8 ycars of age- to be

responsiblc for your children when you are away from them. It is
espccially important to prepare ttris form for the occasions, rvhen you know

it rvill bc hard to contact you.

Fill out this form. givc it to the adult(s) you have named to act on your

behalf. If your child nceds unexpected medical treatment" the responsible

adult(s) shouid prcsent this document to the appropriate person- physicizur,

dcntist or hospital representative.

AUTHORIZATION FOR MEDICAL TREATMENT OF MINORS

l/ we, being rhe parcnt(s) or legal guardian(s) of the above named minors(s), do hcrcby appoint:

Name Address Phone #

-to 
act in my/our behalf in authorizing unexpected medical, dental, surgical care and hospitalization for the above named minors(s) during the period

of my/ our absence, from:

This document shall bc presentcd to a physician, dcntist or appropriatc hospital rcpresentativc at such timc as unexpected medical, dental, surgical

care or hospitalization may be rcquired.

Signature of Parent / Guardian Address

Signaturf of Parent / Guardian Address

Signature of Witness Address

Signature of Witness Address

Hospitalizrtion Coverage for above Namcd Minor(s)

lnsurancc Company or Government Program lD or Contact #

Nrmo nf Minnrfs DOB Allergies/ Special Conditions

,.

Family Physician:
Phone:

Name:

lll articles and any forms, checklists, guidelines and materials are for generalized information only, and should nol be reviewed or referred lo as

printary legal sources no, cowr^ed is establishing m"airot ,nnairar-o\care fo, tie purposes of litigation, including expert lestimony' They are

inrended as resources lo be selectively used and arways--aiipted - with ie advice of tie irganizition;s altorney - lo meet state' local' individual

orga,tizations and department needs-or requir"^"nts.'-Ti{ori distributed with thi underianding that neither T'exas Medical Liability Trust nor

ilxis Ueaicat Insurance Company is engaged in rendering legal services'
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