AUTHORIZATION TO OBTAIN MEDICAL/DENTAL CARE

I, __________________________________, authorize ____________________________________


(Client or Parent or Guardian)


(Facility Administrator’s Name)

of ___________________________________________ , to obtain required medical and/or dental 

care from a licensed practitioner for ________________________________________ while he/she







(Client’s Name)

is a resident of ______________________________________________ .





(Facility Name)








Signed: ________________________________










Client, Parent, Guardian








Relationship: ___________________________








Date: __________________________________

Witness: _________________________________   Date: __________________________________

