
 
1915 E Mayfield Road, Suite 115 

Arlington, TX 76014 
 

 
PARENT DESIGNATION TO CONSENT FOR HEALTHCARE 

 
Please list the people you authorize the clinic staff to contact in case of an emergency, receive/release information 
for your child’s medical care, and bring your child in for a doctor’s appointment and consent for medical treatment. 

(PHOTO ID IS A MUST.) 
 
 

NAME:___________________________ RELATIONSHIP:___________________ PHONE NUMBER: ___________________ 
 
 
 

NAME:___________________________ RELATIONSHIP:___________________ PHONE NUMBER: ___________________ 
 
 
 

NAME:___________________________ RELATIONSHIP:___________________ PHONE NUMBER: ___________________ 
 
 
 
 
PATIENT’S NAME: ______________________________________   PATIENT’S DATE OF BIRTH: ______________________ 
 
 
 
GUARDIAN’S NAME: _____________________________________ RELATIONSHIP TO PATIENT: _____________________ 
​  

 
 
 

SIGNATURE: ________________________________​ DATE: _____________________ 
 
 

Updated August 17, 2026 
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