
PERMISSION TO DIRECT & APPROVE MEDICAL TREATMENT OF A CHILD 
 
 
If your child or children are under someone other than their parents' supervision whether during a 
trip with friends or other family members or if they are under the care of someone other than their 
parent(s) because their parent(s) are away from home or have become seriously ill or injured, it's 
important that another trusted adult has your permission to seek medical treatment for your child 
or children in your absence or in an emergency. 
 
This Permission is being given by __________________________ to allow 
__________________________ to direct, approve and consent to any and all necessary medical 
treatment/care for the following named children: 
 
1. Child Name:   
2. Child Name:   
3. Child Name:   
4. Child Name:   
 
This Permission is being given under the following circumstances (select only one by placing your 
initials next to the option chosen): 
___ Beginning on the date this Permission is signed and ending only if Permission is 

withdrawn where indicated on this Living Smart Form; 
___ From the dates of __________________________ through __________________________; 
 
__________________________ will be responsible for all medical costs associated with the 
necessary medical treatment of their child, please provide any doctor or medical facility providing 
the treatment with the following insurance information, if the above named children are insured: 
  
  
  
  
  
(Sign in Front of Notary) 
 
 
This Permission is being given on the ___ day of ______________, 2_____. 
 
 
_________________________________________ 
Signature of Parent or Guardian Giving Permission (Wait to sign in front of Notary) 
 
 
____________________________________________ 
Printed Name of Parent or Guardian Giving Permission 
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The following Notary is in connection with the signature on the Permissions included in the 
PERMISSION TO DIRECT AND APPROVE MEDICAL TREATMENT OF A CHILD on the prior 
page. 
 
STATE, COMMONWEALTH OR DISTRICT OF: __________________________ COUNTY OF: 
__________________________ I, a Notary Public in and for the above county in said state, 
hereby certify that __________________________ , whose name is signed to the foregoing 
document, who is either known to me or has satisfactorily proven their identity to me, 
acknowledged before me on the date indicated below that, being informed of the contents of said 
document, executed the same voluntarily on the below date. 
 
Given under my hand and official seal of office this ___ day of __________________________ , 
2___ . 
 
____________________________________________________ 
Notary Public (Print Then Sign Name Above) 
My Commission Expires: 
(NOTARIAL SEAL) 
 
__________________________  
Signature 
__________________________  
Print Name/Date 
 
 

WITHDRAWAL OF PERMISSION TO DIRECT &  
APPROVE MEDICAL TREATMENT OF A CHILD 

 
If you no longer want the person or people listed in the above Permission to undertake the 
activities specified, just sign and date below and the Permission will no longer be valid as of that 
date.  Once you have completed this form, create a new Permission if appropriate.   
 
If you have given copies of the Permission being withdrawn to others, please ask them to return 
their copy to you and provide them with a copy of this Withdrawal and a new Permission if 
appropriate. 
 
 
____________________________________ 
Signature of Person Withdrawing Permission 
 
 
_______________________________________ 
Printed Name of Person Withdrawing Permission 
 
 
_______________________________________ 
Date Permission is Withdrawn 
 

 

PERMISSION TO DIRECT & APPROVE MEDICAL TREATMENT OF A CHILD 
LivingSmartGuides.comTM  Copyrighted Page 2 of 2 


	This Permission is being given by 1: 
	This Permission is being given by 2: 
	1 Child Name: 
	2 Child Name: 
	3 Child Name: 
	4 Child Name: 
	Beginning on the date this Permission is signed and ending only if Permission is: 
	undefined: 
	From the dates of: 
	through: 
	necessary medical treatment of their child please provide any doctor or medical facility providing: 
	the treatment with the following insurance information if the above named children are insured 1: 
	the treatment with the following insurance information if the above named children are insured 2: 
	the treatment with the following insurance information if the above named children are insured 3: 
	the treatment with the following insurance information if the above named children are insured 4: 
	the treatment with the following insurance information if the above named children are insured 5: 
	This Permission is being given on the: 
	day of: 
	2: 
	Printed Name of Parent or Guardian Giving Permission: 
	I a Notary Public in and for the above county in said state: 
	hereby certify that: 
	document who is either known to me or has satisfactorily proven their identity to me: 
	Given under my hand and official seal of office this: 
	undefined_2: 
	2 1: 
	2 2: 
	Print NameDate: 
	Printed Name of Person Withdrawing Permission: 
	Date Permission is Withdrawn: 


