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MEDICAL PERMISSION TO TREAT A MINOR

Date:
To Whom It May Concern:
Regarding: Date of Birth:
(Give full Name of Child)
As the parent/guardian of the above named child,
| give permission for:
Name: Relationship:

Address:

Phone Number:

| authorize any medical treatment regarding this child in my absence. This is to include office visits and
testing procedures. | hereby assert and claim that | am authorized to give permission to the person identified
below as my agent to represent me as my child’s guardian exclusively for the purpose to authorize treatment
and necessary services to the above named child. | further understand that any instructions that are given to
this agent for the care and treatment of this child is my responsibility.

In accordance with the authority vested in me, | hereby authorize the person identified to act as my agent to
authorize medical services.

(Print Clearly Parent /Guardian Name) (Date)

(Parent/Guardian Signature)

( )

NEUROLOGY

Stephen A. Kulick, MD, FAAN, FACP
Florence Shum, DO

Steven Lin, DO

PEDIATRIC NEUROLOGY
Steven B. Schwartzberg, MD

NEUROSURGERY
John S. Shiau, MD, FACS
Ami Raval, MD

ORTHOPAEDICS

John P. Reilly, MD

Joseph J. Giovinazzo, MD, FACS
Vincent Ruggiero, MD

David Hip-Flores,MD

Hilary Alpert MD

Lauren Grossman,MD
Jonathan Gross, MD
Alexander H. Tejani, MD

RADIOLOGY

Richard S. Pinto, MD, FACR
Salvatore DeSena, MD
Steven Sharon, MD

PAIN MANAGEMENT

Germaine N. Rowe, MD, FAAPMR
Glenn D. Babus, DO

Nakul Mahajan, MD

PHYSICAL THERAPY
Alejandro T. Mariano, PT Cert. MDT

OCCUPATIONAL THERAPY
Mona Samaan, OTR/L, CHT
Bart Zylewicz, OTR/L

NEUROPSYCHOLOGY
Marie Briody, PhD

ADMINISTRATION
Paul I. Berkley, FACMPE
Kathleen M. Tramontana

WEBSITE:
www.hca-si.com

(Parent/Guardian Address) (Parent/Guardian Phone Number)




