Manhattan Pediatric Associates, P.C.

1217 Grand Street, 5" Floor, NY, NY 10013 Tel: 212-966-3585 Fax: 212-966-5530
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Parental Delegation of Authority of a Minor
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I, the undersigned parent (legal guardian), do hereby designate the following person(s) to make
any medical decision on standard medical care to the said minor in my absence. I understand that
when I ask my designated caretakers to bring my child to Manhattan Pediatric Associates, P.C.
for medical care on my behalf, I shall be financially responsible for the medical services

rendered. I understand Manhattan Pediatric Associates, P.C. reserves the right to defer
examination and treatment of all minors under the age of 18 years not accompanied by a parent
or legal guardian.
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Patient Name:
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Signature of parent or legal guardian:
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Relationship to Patient:

(ex: grandma/grandpa, aunt, friend, etc.)
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Relationship to Patient:

(ex: grandma/grandpa, aunt, friend, etc.)
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