COLDEN & SEYMOUR

EAR NOSE THROAT & ALLERGY

Adult & Pediatric Care/ Hearing & Balance Center

Sinus & Sleep Specialists/ Facial Plastic Surgery

1 Wallace Bashaw Jr. Way Suite 3002

Newburyport, MA 01950

Tel: 978-997-1550

Consent for Medical/Surgical Care/ Emergency Treatment

In presenting my son/daughter for diagnosis and treatment

Name: __________________________________________for _________________________(patient name)
            ⁯ Mother    
⁯ Father
       ⁯ Legal Guardian         
      ⁯ Son
⁯ Daughter
hereby voluntarily consent to the rendering of such care, including diagnosis procedures, surgical and medical treatment and blood transfusions, by authorized members of the office staff or their designees, as may in their professional judgment be necessary.

I hereby acknowledge that no guarantees have been made to me as to the effect of such examinations or treatment on my child’s condition.

I have read this form and certify that I understand its contents.
We/I hereby give our/my consent to ___________________________________________(name of caregiver)





who will be caring for our/my child __________________________________________DOB: _____________
                                                                         (Name of Child)

for the period ______________________to ______________________ to arrange for routine or emergency 

medical care and treatment necessary to preserve the health of our/my child.
We/I acknowledge that we are/ I am responsible for all reasonable charges with the care and treatment rendered during this period.

Primary Care  Physician: ______________________________   Tel: __________________________________
Ins. Carrier/ID#: ____________________________________________________________________________
Medications child is taking: ___________________________________________________________________
Signature: ____________________________________________________ Date: _______________________


Father, Mother or Legal Guardian

Witness: _____________________________________________________ Date: ________________________

In case of emergency, I can be reached at: _______________________________________________________
_________________________________________________________________________________
Consent to Discuss Medical Care and Treatment 
I hereby authorize the office of Colden & Seymour Ear Nose Throat & Allergy to discuss my medical care and treatment with
Name: ___________________________________________________________________________________

⁯   Mother
⁯ Father

⁯ Spouse
⁯ Other (please specify)
Patient Signature________________________________________Date_____________ DOB: _____________
                           ( patient must be 18 years or older)






