
 
 
 
 
 

PERMISSION TO TREAT 
 
 
 
 
Pediatric Associates of Austin, P.A. has my permission to diagnose and to treat my child 
 
________________________________(DOB)______________in my absence when  
Patient Name 
 
he/she is accompanied by the following person(s): 
 
 
Name:                                                    Relationship:                          Telephone Number: 
 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

Date: ___________________Guardian Signature: _______________________________ 

 

This document will be considered for 1 year from signed date unless otherwise specified. 
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