430 Morton Plant St., Suite 301 « Clearwater, FL 33756 « Phone 727-461-6026 « Fax 727-461-1492
8839 Bryan Dairy Rd., Suite 240 « Largo, FL 33777 « Phone 727-461-6026 « Fax 727-397-0562
1840 Mease Dr., Suite 409 « Safety Harbor, FL 34695 « Phone 727-461-6026 « Fax 727-796-4345
2044 Trinity Oaks Blvd., Suite 110 « Trinity, FL 34655 « Phone 727-461-6026 « Fax 727-372-0235

Patient Name : Date of Birth

Account # Soc@lrde #

Parent/Legal Guardian Name

(pleasep
AUTHORIZATION FOR TREATMENT OF MINORS

| hereby request and give permission for the plassscof Orthopaedic Associates of West Floridartavigle such
medical examination and treatment as they deemftwesty child’s physical or mental welfare.

As parent () or legal guardian (), | give faif consent to physicians William C. Cottrell, B,

John E. Kilgore, M.D., John McClure, M.D., Andrew. ®esser, M.D., Richard Pigeon, M.D., Michael L.
Rothberg, M.D., Thomas O. Schwab, M.D., Craig Ahgartz, M.D., Jennifer Swaringen, M.D., Nishin Taagb
M.D., David P. Thompson, M.D., Scott M. Wisotsky,D, for medical office examination and treatmeomt riny
child. I will notify the physicians’ office of anghange in the above information or permission.

The undersigned agrees to accept full responsilfitit all charges due upon receipt of statememiréct my
insurer and third parties to pay directly to thggbian’s office any insurance benefits due fovsms on behalf of
the patient. | hereby assign to the physician’scefall my rights to receive payments from my irgwe and third
parties for services rendered by physician’s officenderstand | am responsible for any costs neclin the
collection of the patient's account in case of d#éfaincluding reasonable attorney fees and/or tcaosts. |
understand that my credit history, as part of mubdicord, may be requested by Orthopaedic AssacaEtdVest
Florida.

| agree that unless | give specific instructioniseotvise, medical information regarding my childiaghosis and
treatment may be released to the natural motheyralafather, stepmother/father, referring physiciather
physicians involved in the care of my child, and imgurance company(ies).

Signature Date

In the event of my absence, | parent or legal guardian of tleeab
named patient, give permission to to seek medical treatroent f
my child.

Signature Date

Submit
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