Authorization for Emergency Medical Attention/Agreement To Pay Medical Bills.

I/We ______________________________ hereby give permission to Provider name and/or Assistant to call my/our Pediatrician for medical advice should any situation arise.  I/We also give permission to Provider name to discuss with my/our doctor or any Health Care Personnel, any situations or concerns she may have regarding the well being of my/our child _________________________.  I/We hereby release Provider name and/or Assistant from any Liability in any situation regarding the health of my/our child ______________________, including, but not limited to any known or unknown allergies to prescription or over the counter medications.

I/We ______________________________ hereby give permission to Provider name and/or Assistant to transport  my/our Child_________________________ to a medical facility or call for the services of an ambulance should any situation arise.  It is understood that if time permitting, a conscientious effort to will be made to locate us before emergency action will be taken.  It is also understand that if time permitting, a conscientious effort will be made to contact the pediatrician before seeking alternate medical care.  I/We ______________________________ , release Provider name and/or Assistant from any liability when choosing to seek alternate medical care.

I/We ______________________________, hereby fully understand that any action taken by Provider name and/or Assistant, is done so in the best interest of my/our child _________________________,  and I/We accept all financial responsibility.   I/We will not contest any cost from any authorized physician, surgeon, dentist, specialist, ambulance, clinic, or hospital, but not limited to the description of health care facilities or persons.  

I/We ______________________________, authorize Provider name and/or Assistant to obtain any type of medical and/or dental care for my child _____________________________, and I/We do hereby agree to be responsible for payment of all expenses associated with any medical/dental treatment.  I/We are covered by medical insurance as follows:

Owners Name: _____________________________

Insurance Company: _________________________

ID/Policy Number: __________________________

____________________________________________________________
Date:________________

Mother/Guardian Signature

____________________________________________________________
Date:________________

Father/Guardian Signature

