Hanover Pediatric Associates
MEDICAL CONSENT AUTHORIZATION FOR AGE 18 AND OVER


 I, _________________________________________________, am the patient listed below. 
			Patient name

PATIENT NAME:____________________________________ DOB:__________________________
The following adults are granted permission to receive healthcare information and medical information about myself:

NAME:__________________________________Relationship:______________________________
NAME:__________________________________Relationship:______________________________
NAME:__________________________________Relationship:_______________________________

This authorization provides consent to receive information regarding examination and treatment and also allows access to any and all records including but not limited to, insurance records regarding any such services. 
I confer the power of consent freely and knowingly to provide for myself and not as the result of pressure, threats or payments by any person or agency. This document shall remain in effect until it is revoked by my written notification to my medical, mental health care and insurance providers, and the person(s) named above. 
In witness of, I have signed by name to this medical consent authorization, on this date____________________________________ in ________________________, PA. 

_________________________________________________    __________________________________
Printed name of Patient                                                                      Signature
_________________________________________________  ___________________________________
Witness Printed name                                                                        Signature
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