Pediatric Rapid Access

Disclosure of Legal Guardian Rights and of Treatment
Disclosure of Medical Information: Your medical information and communication of that information is important to your child’s care. We prefer to speak directly with each patient’s Legal Guardian, but we understand that other persons or family members may know of and may be helping in your child’s care. Please list below the persons to whom we are authorized to talk to, about your child’s care, give consent for medical treatment, and but not limited to authorizing vaccinations and any procedures needed at the time of service. (Note: All patients must be with their Legal Guardian or anyone listed below at the time of service. We cannot talk about your child’s care or give any treatment with others, including family members living with you unless they are listed below)

Name of Person:


Relationship to Patient

Date of Birth
_________________________
_________________________
__________________
_________________________
_________________________
__________________

_________________________
_________________________
__________________
Confidential Communication: Communication between this practice and you, is critical to your child’s health. Please list the phone number(s) where we can reach you.

Home: (___)_______
Work: (___)_______  Cell: (___)_______  Other: (___)_______
If we are unable to reach you at the above phone numbers, please list others who we can contact to get a message to you to call our office. 

Name of Person

Phone Number
Relationship to Patient

_______________

_______________
____________________

_______________

_______________
____________________

Signatures: I hereby authorize the use or disclosure of the personal health information as described above.

Patient’s Legal Guardian Signature: _________________________ Date: _______________

Print Name of Legal Guardian: _____________________________ Date: _______________

GHS UMG Representative: ________________________________ Date: _______________
