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HOLYOKE PEDIATRIC ASSOCIATES, LLP

150 LOWER WESTFIELD ROAD ¢ HOLYOKE, MASSACHUSETTS 01040 ¢ TELEPHONE (413) 536-2393
84 WILLIMANSETT STREET e SOUTH HADLEY, MASSACHUSETTS 01075 ¢ TELEPHONE (413) 532-0300

CONSENT FOR NONURGENT MEDICAL PEDIATRIC CARE

In my absence 1, (print) , who has the legal custody of my child,
(Parent/Legal Guardian)
(print) and whose birthdateis _ / [/ |
(Child’s name) mm/dd/yyyy
Authorize(print) to provide consent to Holyoke Pediatric Associates to render

(Consenting adult)
care under the supervision and advice of a Pediatrician or other medical care professional.

Please initial below the items you wish to allow the above individual to consent:

(initials) Scheduling appointments
(initials) Medical exams and treatments
(initials) Surgical exam and treatments
(initials) Diagnostic imaging procedures
(initials) Laboratory tests

(initials) Immunizations

(initials) Triage advice by telephone

By signing this form, | am agreeing for the above individual to consent for my child from

/1l to /[ |/ . This consent may be removed at any time by the parent/legal guardian,

mm/dd/yyyy mm/dd/yyyy

if requested in writing.
Sign:

(Parent/Legal Guardian Signature) Date

e D. BOGAN, M.D. e B. BROOKS, M.D. e P. CHIEN, D.O. e S. COCHRANE, M.D. ® P. CONDON, M.D. e J. CROSS, M.D. ® D. GOTTSEGEN, M.D. e S. LEMME, M.D. e L. MUGFORD, M.D.
o D. NORTON, M.D.e P. PETROSKY, M.D. ® V. PILLARD, M.D. e J. PLEET, M.D. @ B. LARKIN, R.N,, CFNP e S. OSGOOD, MSN, CPNP e J M. TROWBRIDGE, R.N, CPNP



