THE ACADEMY OF PDCPC 

AUTHORIZATION FOR TREATMENT OF A MINOR
I/We, the undersigned, parent/s or guardian/s of ___________________________ , a minor, do hereby authorize the Palm Desert Community Presbyterian Church, its adult agents and employees, into whose care said minor has been entrusted while attending The Academy of Palm Desert Community Presbyterian Church and participating in said school’s activities, to consent to any x-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care to be rendered to said minor under the general supervision and upon the advice of a physician and/or surgeon licensed under the provisions of the Medical Practice Act, or to consent to an x-ray examination, anesthetic, dental or surgical diagnosis or treatment and hospital care to be rendered to said minor by a dentist licensed under the provisions of the Dental Practice Act.
It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required, but is given to provide authority and power on the part of the Palm Desert Community Presbyterian Church, its adult agents and employees, to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician or dentist in the exercise of his best judgment may deem advisable.
It is understood that I, the parent or guardian, will assume financial responsibility for costs incurred for the treatment of hospital care.

This authorization is given pursuant to the provision of Section 25.8 of the Civil Code of California.

The undersigned is (are) a person(s) having legal custody of, or is (are) the legal guardian(s) of said minor.

Father’s Signature _________________________________________________________________

Mother’s Signature________________________________________________________________

Legal Guardian’s Signature _________________________________________________________

Child’s Name ________________________________________________    Age ______________

Address _______________________________________________  Phone ___________________ 

Specific information or instructions to Doctor or Nurse:
Allergies: ____________________________________________________________ 

Date of Last Tetanus: _______ Current Prescriptions: _________________________ 

Physician: __________________________   Phone # : ________________________ 

Hospital Name: _______________________________________________________ 

Insurance Policy Name & No.: ___________________________________________

Copy given to parent [   ] Parent initials 
      Date:


