
 
Authorization to Treat Minor Child When Not Accompanied by Guardian 

 
Patient name: __________________________   DOB: ____________________ 
​
I, _________________________, the undersigned parent or legal guardian, authorize Lyndon 
Pediatrics and its physicians, nurse practitioners, physician assistants, nurses, and other qualified 
healthcare professionals to provide appropriate medical care to the minor named above.  This 
authorization includes, as medically appropriate: 

●​ Evaluation and treatment of illness or injury 
●​ Routine well-child/preventive health examination/screening and preventive services 
●​ Immunizations/vaccinations 
●​ Diagnostic testing and laboratory services 
●​ Medications and treatments that are medically indicated 

I understand that the healthcare provider will explain the recommended evaluation, treatment, 
immunizations, potential benefits, risks, and alternatives when appropriate to the accompanying 
adult.  

The following person(s) have my permission to authorize medical care for my child. I am aware that 
co-payments, coinsurance, deductible, and/or any outstanding balances are due at the time of 
service, even in the event that I am not present for the visit. 

Name: _____________________  Relationship: _________________ Phone: _____________ 

Name: _____________________  Relationship: _________________ Phone: _____________ 

Immunization Consent 

If immunizations are administered, I acknowledge that I have been provided with or offered the 
applicable Vaccine Information Statement(s) and have had an opportunity to ask questions regarding 
the recommended vaccine(s) PRIOR to administration. 

I authorize the administration of vaccines recommended by the child's healthcare provider, unless 
specifically declined below. I understand that the office follows the American Academy of Pediatrics 
and New York State requirements regarding immunizations for children attending school.  Vaccines 
declined: ________________________________________________ 

This authorization will remain in effect unless revoked in writing by parent or legal guardian.  
 
Parent name: __________________________________ (printed) 
 
Parent signature: _______________________________  Date: ________________ 
 
Daytime phone # for contact during business hours: _________________________ 
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