
 

Verbal Authorization 

Please Print Clearly 

 

Patient Name ___________________________________________________ DOB ___________________________  

Mailing Address _________________________________________ , _________________________, ________  ________________ 

                                                   Street                                       City                   State           Zip code 

I, _______________________________________________ (Parent or Guardian) give permission for the following to 

speak with the providers or staff at Concord Pediatrics PA regarding the health for my child.   

This authorization will be effective until I revoke it in writing, or my child turns 18.   

Whichever should come first.  

 

Authorized Person _________________________________________________Relationship to Patient ________________ 

Authorized Person _________________________________________________Relationship to Patient ________________ 

Authorized Person _________________________________________________Relationship to Patient ________________ 

 

Parent’s Printed Name _________________________________________________Relationship to Patient ________________ 

Parent’s Signature _____________________________________________________________  Date ____________________________ 

 

 

 

 

 

 

 

 

 

 

Revised 6.10.25 


