Wia Rssociaty

Pediatric Dentistry

Authorization — Dertal Care of a Minor when a Parent is rot present

Patient:

Patient Date of Birth:

Personfs) | authorize o accompany my child:

Name Relationship ro child:
Name Relationship o child:
Name Relationship fo child:

I authorize Paul H. Duga, DDS, Shawna Adams-Feeney, DMD. and such assistarts as helshe
may designate. 1o render derral care to my child. | consent o any dertal care which

encompasses diagnostic or dertal treatment which the denfist may deem recessary for my
child's denral health and well-being.

This authorization will remain efﬁcrive unless rerminated bg written nofice.

Phone nurmber where parent can be cortacred during treatmen, if needed:
Horne:
Work:
Cell:

Signatare of parent or legal representarive Dare

Relatonship to Patient

Witness Date
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