STATE OF CAUFORNIA - HEALTH AND WELFARE AGENCY DEPARTMENT OF SOCIAL SERVCES

CONSENT FOR MEDICAL TREATMENT ;

AS THE PARENT, AGENCY REPRESENTATIVE OR LEGAL GUARDIAN, 1 HEREBY GIVE CONSENT TO
M ﬁ_él_fa_ TO PROVIDE ALL EMERGENCY DENTAL OR
FACILITY-NAME

MEDICAL CARE PRESCRIBED BY A DULY LICENSED PHYSICIAN (M.D.) OSTEOPATH (D.Q.) OR DENTIST
(D.D.S.)FOR

. THIS CARE MAY BE GIVEN UNDER WHATEVER

NAME
CONDITIONS ARE NECESSARY TO PRESERVE THE LIFE, LIMB OR WELL BEING OF MY DEPENDENT.

CHILD HAS THE FOLLOWING MEDICATION ALLERGIES:

‘DATE PARENTAGENCY-REPRESENTATIVE/GUARDIAN SIGNATURE

HOME ADOREES.

() , [t

LIC 627 (12/%2) {CONFIDENTIAL) ) OSP 90 18883




