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Proxy Medical Consent Form  

        ONE CHILD PER PAGE 

                    EFFECTIVE DATE: _________ TO___________ 
              
 
Child’s Name_________________________________________________________________________ 

Date of Birth; ___________________________ Home Phone: __________________________________ 

Parent’s Name: _______________________________________________________________________ 

Father’s Employer: ________________________________ Phone #:____________________________ 

Mother’s Employer: ________________________________ Phone#:____________________________ 

Insurance Company: ___________________________________ ID #:___________________________ 

Child’s Last Tetanus Shot: _________________ Child’s Physician: ______________________________ 

List of Allergies: ______________________________________________________________________ 

List of Medications: ____________________________________________________________________ 

Past Medical History: __________________________________________________________________ 

Name of person to call in Emergency other than parents: ______________________________________ 

 Home Phone: __________________________ Work Phone: __________________________________ 

List of People with Permission to Sign for Medical Treatment; 

1.____________________________________  2._____________________________________ 

3.____________________________________  4._____________________________________ 

5.____________________________________  6._____________________________________ 

Additional Comments: __________________________________________________________________ 

Parent’s Signatures:  I/WE authorize the above named individual(s) to consent to treatment, and 

authorize the billing of the insurance and/or parent/guardian on this form. 

 

Mother’s Signature: _____________________________________ Date: _____________________ 

Father’s Signature: _____________________________________ Date: _____________________ 

Witness Signature: _____________________________________ Date: _____________________ 


