Medical Authorization letter 
I, _____________, [name] being the __________ [state your relationship with the child] of_______________ [name of the child] authorize ________[name of authorised person] to pursue, attain and accord to routine medical care and treatment, dental medical care and treatment, emergency medical care and treatment, for ________________ [name] as considered obligatory by the healthcare specialist. This letter is effective for the period when my child is under the care of ________________ [name of the care provider] and is valid until revoked by me.
Child’s Information
Full Name: _____________________
Address: _______________________________________________
Date of Birth: __________ 
Authorizing Party
Name: 
Address: _______________
Phone Number: __________________

Emergency Contact Person’s
Full Name: ___________________
Address: _________________
Phone No.: ______________
Email: _____________________
Child’s Health Information
Health Conditions 
________________________________________________________________________________________________________________________________________________________________________________________________
Allergies
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Prescription Medications:
Dosage: _____________ Time: _______________
Dosage: _____________ Time: _______________
Child’s Medical Care and Insurance Information
Dentist: _______________________   Phone Number: _____________
Doctor: _____________________   Phone Number: _____________
Insurance Firm: ________________
Policy Number: ____________________
Policy Holder’s name: _____________________
Signature
Authorizing Party’s Signature
_______________________
Date: __________________
Print Name: _____________

