
I give permission for the following to authorize medical treatment for my child in the event that I am not available.  

Child’s Name      Date of Birth 

List two people on the lines below other than a parent/guardian.

Name      Relation to Child 

Name      Relation to Child 

Parent’s Name       Date 

Parent’s Signature       Telephone 

NOTE:  If, at any time, a person listed above no longer has your permission to authorize treatment or to take your child to 
Ellenton Pediatrics, it is your responsibility to inform us with a letter stating that you are withdrawing your permission. 

PARENTAL AUTHORIZATION FORM
For Another Adult to Take a Child for Medical Treatment

Cristian Chiritescu, MD, FAAP 
Alina Chiritescu, MD, FAAP

Jessica M. Zeller, ARNP, CPNP
Jessica R. Eastman, ARNP, CPNP
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