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Authorization to Consent to Medical Treatment of Minor 

Name(s) of Minor(s) 
__________________________________________________DOB ____________________ 

__________________________________________________DOB ____________________ 

__________________________________________________DOB ____________________ 

__________________________________________________DOB ____________________ 

I hereby authorize _______________________________________ (caregiver) 

_______________________________________ (grandparent) 

(an adult, 18 years or older, into whose care the minor has been entrusted) to consent for medical 
care for the above named minor(s) in accordance with New York State provision as deemed 
necessary by a licensed physician of West End Pediatrics. 

Signed_____________________________________________Date_____________________ 

Print Name__________________________________________________________________ 

Specify Relationship to minor(s): 
( ) Parent(s) with legal custody 
( ) Guardian(s) with legal custody 

This authorization will remain in effect until revoked in writing. 
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