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AUTHORIZATION TO PROVIDE MEDICAL TREATMENT

Patient Name DOB

Legal Guardians Relationship

L1 If other than parent, documentation obtained
The following person(s) have my permission to accompany my child (patient above) to
appointments at Pediatric Pulmonary Associates. My child may be examined and treated by

Dr. Neddenriep in my absence if | am unable to attend.

Name Relationship

| understand that it is my responsibility to provide written documentation, to be brought to the
appointment, to include my child’s current medications, as well as an update on my child’s
progress. | will also provide the phone number, if possible, where | can be reached with any
questions.

Parent Signature Date

1 My child is 16 years or older and may be seen by Dr. Neddenriep or unaccompanied by an
adult.
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