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FAMILY MEDICINE RESIDENCY
Durant, Oklahoma







Medical Center of Southeastern Oklahoma and Oklahoma State University College of Osteopathic Medicine


Durant Family Medicine Clinic








1600 W University Blvd






Durant  OK   74701

Phone
580.924.5500

Fax
580.924.1991


DATE_____/_____/_____

PATIENT____________________________________DATE OF BIRTH_____/______/______

I am the legal guardian of the above listed patient and authorize:

 __________________________________________________________________
to obtain medical care for my child.  This person will be required to provide a picture ID at the time of service.
This authorization is valid for one year from the date of signature.
___________________________________________ DATE ____/______/______

Legal Guardian of Patient 
(Mother   (Father   (Grandparent   (Other_________________________________________
FOR OFFICE USE ONLY

Date___/____/____   ( Valid Picture ID       Date___/____/____   ( Valid Picture ID

Date___/____/____   ( Valid Picture ID       Date___/____/____   ( Valid Picture ID

Date___/____/____   ( Valid Picture ID       Date___/____/____   ( Valid Picture ID

Date___/____/____   ( Valid Picture ID       Date___/____/____   ( Valid Picture ID

Date___/____/____   ( Valid Picture ID       Date___/____/____   ( Valid Picture ID

Date___/____/____   ( Valid Picture ID       Date___/____/____   ( Valid Picture ID

Date___/____/____   ( Valid Picture ID       Date___/____/____   ( Valid Picture ID
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