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Authorization for Another Adult to Accompany and Consent to Treatment of a Minor(s) 
	
Patient	Name:	________________________________________________											Date	of	Birth:	_______________________	
Patient	Name:	________________________________________________											Date	of	Birth:	_______________________	
Patient	Name:	________________________________________________											Date	of	Birth:	_______________________	
	
(Attach	additional	page	if	needed.)	
	
Purpose	of	This	Authorization	
To	ensure	your	child(ren)	can	receive	necessary	dental	care	when	you	cannot	be	present,	please	complete	
this	form	to	authorize	another	responsible	adult	to	accompany	your	child(ren)	and	give	consent	for	
treatment.	
	
Authorized	Adult(s)	
I,	the	undersigned	parent/legal	guardian	of	the	above-named	child(ren),	authorize	the	following	
person(s)	to	bring	my	child(ren)	to	Children’s	Dental	World	and	to	consent	to	dental	examinations,	
preventive	care,	radiographs,	restorative	procedures,	and	emergency	treatment	deemed	necessary	by	the	
dentist.	
	
1.	Name:	_____________________________________			Relationship:	__________________			Phone:_____________________	

2.	Name:	_____________________________________			Relationship:	__________________			Phone:	_____________________	

	
Limitations	(if	any):	
☐	No	limitations																		☐	Only	for	specific	treatments:	_______________________________________________	
☐	Only	valid	for	dates:	_____________________	to	_____________________	
	
Parent/Legal	Guardian	Information	
Name:	______________________________________________						Relationship	to	Patient:	____________________________	

Phone	(primary):	_____________________________			Email:	______________________________________________________	

	
Acknowledgment	&	Consent	
I	understand	that	by	signing	below,	I	authorize	Children’s	Dental	World	and	its	dental	providers	to	accept	
consent	for	treatment	from	the	person(s)	listed	above	when	I	am	not	present.	I	understand	that	I	remain	
financially	responsible	for	all	services	provided.	I	may	revoke	this	authorization	at	any	time	by	providing	
written	notice	to	the	office,	except	to	the	extent	that	action	has	already	been	taken	in	reliance	on	it.	This	
authorization	will	remain	in	effect	until	revoked	in	writing	or	upon	the	expiration	date	listed	above.	
	

Please	select	one:	
	 I	will	call	Children’s	Dental	World	to	provide	payment	in	advance	of	the	appointment	
	 The	adult	accompanying	my	child	will	provide	payment	at	the	time	of	service	

Parent/Legal	Guardian	Signature:	_____________________________________________			Date:	________________	
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