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125 BOYER ROAD

OLEY, PA. 19547

PHONE: (610) 987-0222            
                 
   

                                          FAX: (610) 987-9740
 ___________________________________________________________________________________________

Authorization to Consent to Medical and Dental Treatment


We, _________________________ and _________________________, of ______________________________, Pennsylvania, are the parties having legal custody, or are the legal guardian(s) of ________________________________, a minor, age _____, born ___________________, 20____. We authorize and empower Tobey McWilliams, an adult, in whose care the minor referred to and residing at the address listed above has been entrusted, to consent to any x-ray or other diagnostic examination, anesthetic, medical or surgical diagnostic procedure or general or special supervision and on the advice of any physician or surgeon licensed to practice medicine by the applicable licensing authority, and to consent to x-ray examination, anesthetic, dental or surgical diagnosis, procedure or treatment, and hospital care, to be rendered to the minor by and dentist licensed to practice by the appropriate authority.


This authorization does not cover major surgery unless the medical opinion of a second licensed physician concurring in the necessity for such surgery is obtained prior to the performance of such surgery and all reasonable attempts to contact the undersigned have been unsuccessful.


We will be responsible for any medical or hospital fees or costs associated with the illness, injury or treatment of this minor. The following information is needed by any hospital or practitioner not having access to the minor’s medical history:

Minor’s Name:
________________________________________

Allergies: 
________________________________________

Parents Name:
________________________________________

Address:
________________________________________

Phone:

Home: __________________
Work: ____________________   Cellular: ______________________

Telephone # and Name of Person to be contacted if you are not available:

________________________________________________________________________________________________

Physician: ______________________________

Phone: ______________________________

Preferred Hospital: __________________________________________

Rider, and Rider’s parents or legal guardians if Rider is a minor under the age of eighteen (18) years old, have carefully read this Release and fully know and understand the terms and contents thereof, intending to be legally bound by this Release, have signed it as my or our free voluntary act on the date first written above.

________________________________________


_______________________________________



      RIDER





NAME OF RIDER’S HORSE IF APPLICABLE

________________________________________


Sworn and Subscribed Before me 

Parent or Legal Guardian if Rider is less than 



this ______________ day of _______________

Eighteen (18) Years of Age





A.D. 20____
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