
Phone: 919-250-3478
www.KidsFirstRaleigh.com

Consent for Patient Unaccompanied by and Adult
(patient must be 16 years or older)

I, __________________________ grant permission to my underage child, to be examined and
Parent or legal Guardian’s name

make medical decisions recommended by Kids First Pediatrics for the time period of

_____________________________.
Specific dates or indefinitely

Patient’s name: __________________________________________________________

Patient’s date of birth: _____________________

Limitations: circumstances or limitations of medical services for which this consent by proxy is
invalid.

______________________________________________________________________________

______________________________________________________________________________

_____________________________ ______________________________
Parent/guardian signature Today’s date

To submit this form manually, save the form with your changes added, and email as an attachment to hello@kidsfirstraleigh.com
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