
 

 

 

 

 

Authorization for Treatment 

 

 

Consent for medical treatment: I hereby voluntarily authorize J.F.K Pediatrics/ Just for Kids 

Pediatrics, as is necessary in the judgment of the physician, to give medical treatment to my 

child. 

 

 

In my absence, I authorize the below named individuals to accompany my child to J.F.K 

Pediatrics/ Just for Kids Pediatrics and I give consent for any medical treatment necessary for the 

benefit of my child. 

 

(Please provide name and phone number) 

 

1. ______________________________________________ Ph: ______________________ 

2. ______________________________________________ Ph: ______________________ 

3. ______________________________________________ Ph: ______________________ 

4. ______________________________________________ Ph: ______________________ 

5. ______________________________________________ Ph: ______________________ 

6. ______________________________________________ Ph: ______________________ 

 

 

 

_______________________     ________________________ 

Child(rens) Name(s)      Parent or Guardian 

(Please Print)       (Please Print) 

 

 

________________________    ________________________ 

Date of Birth(s)      Signature of Parent or Guardian 

 

 

________________________    ________________________ 

Witness       Date 

Just For Kids Pediatrics 

9868 S SR 7, 

Suite 305 

Boynton Beach, Florida 33472 

Ph: (561) 369-0111 

Fax: (561) 369-4003 

 

J.F.K Pediatrics 

160 John F. Kennedy Drive, 

Suite 101 

Atlantis, Florida 33462 

Ph: (561) 964-1215 

Fax: (561) 964-1245 

 


