
 

 

 

 

 

 

PERMISSION TO ACCOMPANY A MINOR 

 

I, ____________________________________ give permission to ___________________________________ 

to accompany my child __________________________________________ and authorize treatment for my 

 child in accordance with the office policy of Midwest Medical Specialists. This includes bringing the child into 

the office of Midwest Medical Specialists, providing a history of present illness, disclosing protected health 

information, and witnessing any physical exam completed by the provider. This adult has the responsibility 

to present my child’s valid insurance card at the time of the appointment, and to relay any diagnosis,      

treatment plan or prescription(s) to me the parent or legal guardian mentioned above. I agree to be available 

by phone if needed and to be financially responsible.  

 

This authorization is effective from: _____________  to _____________   

 

 

Temporary Guardian Information: 

Name: __________________________ Date of Birth:_________________ Phone Number: _______________                               

Address:__________________________________________________________________________________ 

 

 

Parent of Legal Guardian’s Signature:________________________ Date:______________ 

(Name of Parent/Guardian) (Name of Adult to be accompanying minor) 

(Today’s Date) 

GATEWAY MEDICAL BUILDING, SUITE 130     7450 KESSLER ST.     MERRIAM, KS 66204                                                                                                                                                              

CREEKWOOD MEDICAL BUILDING, SUITE 201     5330 N. OAK TRAFFICWAY     KANSAS CITY, MO 64118                                               

SEAPORT COMPLEX/MARINER BUILDING      124 WESTWOODS DRIVE     LIBERTY, MO 64068                                                                

8490 COLLEGE BOULEVARD     OVERLAND PARK, KS 66210                                                                                                                           

MAIN  (816) 454-0666     FAX (816) 559-7118     WWW.MIDWESTMEDICALSPECIALISTS.COM 
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(Child’s Name and Date of Birth) 

(End Date) 


