AUTHORIZATION FOR
BROOMFIELD
CHILD’'S TREATMENT \ PEDIATRICS

an affiliate of Community Reach Center

| am the Parent/Guardian of: DOB:
| am the Parent/Guardian of: DOB:
| am the Parent/Guardian of: DOB:
| am the Parent/Guardian of: DOB:
| am the Parent/Guardian of: DOB:

| hereby give Broomfield Pediatrics specific authorization to treat my child, including authorization to administer
immunizations, when my child is brought to the practice by any of the following caregivers.

| further authorize the practice to triage or discuss with the designated caregivers, either in person or by phone, my
child’s symptoms and/or medical condition in order to assist and advise the caregiver concerning the immediate
treatment options for my symptomatic child. This includes releasing relevant medical information to the caregiver,
on a need to know basis

Please indicate name and relationship to patient:

Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:
Parent/Guardian Date

The information in this document is proprietary and may not be reproduced, or converted in whole, or in part, nor may any of the information contained therein
be disclosed without the prior consent.

No representation, warranty or undertaking, expressed or implied is or will be made or given and no responsibility or liability is or will be accepted by
Community Reach Center (“the Company”) or by any of its directors, employees or advisors in relation to the accuracy or completeness of this document
or any other written or oral information made available in connection with the Company.

Any form of reproduction, dissemination, copying, disclosure, modification, distribution and or publication of this material is strictly prohibited.



