AUTHORIZATION FOR MEDICAL

TREATMENT FOR MINOR
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I (we) give permission for Doctors On Call to give consent for medical
treatment for our child for the period from _18/May/2026
to _22/May/2026
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The following is all pertinent medical information such as illness, allergies, and
medications my child is taking; or information I would like the treating physician or
nurse to know.
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Witness /fEA Signature/& 4
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