North Atlanta Pediatrics

1100 Lake Hearn Drive, Suite 100

Atlanta, GA 30342

404-256 -3178

404-256-3583 (Fax)

Authorization for Treatment


Patient Name





Date of Birth

The following people are authorized to bring my child for any necessary treatment and may sign informed consent forms in my absence:

Name







Relationship to Patient

1.

2.

3.

4.

I realize it is my responsibility to give updates of this form to North Atlanta Pediatrics if there are any changes to this form.

_______________________________________
______________________________

Signature of Legal Guardian




Date
