MINOR MEDICAL TREATMENT AUTHORIZATION FORM FOR GRANDPARENTS

[GRANDPARENT FULL LEGAL NAME]

[GRANDPARENT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[GRANDPARENT PHONE NUMBER]

[GRANDPARENT EMAIL ADDRESS]

[PARENT/GUARDIAN FULL LEGAL NAME]

[PARENT/GUARDIAN STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[PARENT/GUARDIAN PHONE NUMBER]

[PARENT/GUARDIAN EMAIL ADDRESS]

[MINOR CHILD FULL LEGAL NAME]

[MINOR CHILD DATE OF BIRTH]

[MINOR CHILD HOME ADDRESS]

[CITY, STATE, ZIP CODE]

[MINOR CHILD PRIMARY CARE PHYSICIAN NAME AND PHONE]

[DATE OF AUTHORIZATION]

RE: AUTHORIZATION FOR GRANDPARENT TO CONSENT TO MEDICAL TREATMENT OF MINOR CHILD

1. IDENTIFICATION OF PARTIES

1.1 Parent/Guardian: The undersigned is the legal parent or legal guardian of the minor child named above and has full legal authority to execute this authorization.

1.2 Grandparent: The grandparent named above is the grandparent of the minor child and is authorized under this form to act on behalf of the parent/guardian as set forth herein.

1.3 Minor Child: The minor child named above is under the age of eighteen (18) years and is the subject of this authorization.

2. PURPOSE AND SCOPE OF AUTHORIZATION

2.1 Purpose: This authorization grants the grandparent the authority to consent to medical, dental, surgical, and emergency treatment for the minor child when the parent/guardian cannot be reached or is otherwise unavailable.

2.2 Duration: This authorization is effective from [START DATE] and shall remain in effect until [END DATE], unless revoked earlier in writing by the parent/guardian.

2.3 Routine and Emergency Care: The grandparent is authorized to seek and consent to routine medical care, emergency medical care, dental care, diagnostic testing, prescription medications, and any treatment deemed necessary by a licensed healthcare provider.

2.4 Healthcare Providers Covered: This authorization applies to any licensed physician, dentist, hospital, clinic, urgent care facility, emergency room, pharmacy, or other healthcare provider rendering services to the minor child.

3. AUTHORITY OF GRANDPARENT

3.1 Consent to Treatment: The grandparent may provide written or verbal consent for examination, treatment, and procedures as recommended by a licensed healthcare provider.

3.2 Access to Medical Records: The grandparent is authorized to receive and review the minor child's medical records and to discuss the minor child's condition and treatment with healthcare providers, to the extent permitted by law.

3.3 Insurance Information: The grandparent may present the minor child's health insurance information and may sign any documents required by the insurer in connection with treatment.

3.4 Limitation on Authority: This authorization does not extend to consent for [LIST ANY EXCLUDED TREATMENTS, E.G., NON-EMERGENCY SURGERY, MENTAL HEALTH TREATMENT], unless separately authorized in writing.

4. PARENT/GUARDIAN CONTACT AND AVAILABILITY

4.1 Primary Contact: The parent/guardian can be reached at [PARENT/GUARDIAN PHONE NUMBER] and [PARENT/GUARDIAN EMAIL ADDRESS].

4.2 Secondary Contact: If the parent/guardian cannot be reached, the grandparent shall attempt to contact [ALTERNATE CONTACT NAME AND PHONE NUMBER] before consenting to non-emergency treatment.

4.3 Emergency Exception: In a life-threatening emergency, the grandparent may consent to treatment without first contacting the parent/guardian.

5. HEALTH INSURANCE INFORMATION

5.1 Insurance Carrier: [INSURANCE CARRIER NAME]

5.2 Policy Number: [POLICY NUMBER]

5.3 Group Number: [GROUP NUMBER]

5.4 Policyholder Name: [POLICYHOLDER NAME]

6. MEDICAL INFORMATION

6.1 Known Allergies: [LIST KNOWN ALLERGIES OR "NONE KNOWN"]

6.2 Current Medications: [LIST CURRENT MEDICATIONS OR "NONE"]

6.3 Chronic Conditions: [LIST CHRONIC CONDITIONS OR "NONE"]

6.4 Religious or Other Treatment Preferences: [DESCRIBE ANY PREFERENCES OR "NONE"]

7. INDEMNIFICATION AND RELEASE

7.1 The parent/guardian agrees to be responsible for any costs of treatment not covered by insurance and to hold harmless any healthcare provider who relies in good faith on this authorization.

7.2 The grandparent shall act in the best interest of the minor child and shall notify the parent/guardian of any treatment obtained as soon as practicable.

8. REVOCATION

8.1 This authorization may be revoked at any time by written notice from the parent/guardian to the grandparent and to any healthcare provider relying on this form.

8.2 Revocation is effective upon receipt of written notice and does not affect treatment already provided.

9. GOVERNING LAW

9.1 This authorization shall be governed by the laws of the State of [STATE].

10. SIGNATURES

10.1 Parent/Guardian Signature: ______________________________

10.2 Parent/Guardian Printed Name: [PARENT/GUARDIAN FULL LEGAL NAME]

10.3 Date: [DATE SIGNED]

10.4 Grandparent Signature: ______________________________

10.5 Grandparent Printed Name: [GRANDPARENT FULL LEGAL NAME]

10.6 Date: [DATE SIGNED]

10.7 Witness Signature: ______________________________

10.8 Witness Printed Name: [WITNESS FULL LEGAL NAME]

10.9 Date: [DATE SIGNED]

11. NOTARIZATION (IF REQUIRED BY STATE LAW)

11.1 State of [STATE]

11.2 County of [COUNTY]

11.3 Sworn to and subscribed before me on [NOTARY DATE] by [PARENT/GUARDIAN FULL LEGAL NAME] and [GRANDPARENT FULL LEGAL NAME].

11.4 Notary Public Signature: ______________________________

11.5 Notary Printed Name: [NOTARY FULL LEGAL NAME]

11.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
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