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KIDS DOC PEDIATRICS

Informed Consent and Medical Authorization for a Minor

I hereby acknowledge that I have been informed that medical care and treatment received at Kids Doc Pediatrics will be provided by the practitioners and the staff of Kids Doc Pediatrics, and/ or by University of Florida physicians, nurse practitioners’, and physicians’ assistants who are the employees or agents under the exclusive supervision and control of the State of Florida Board of Regents pursuant to an affiliation agreement whereby Kids Doc Pediatrics provides the Board of Regents a clinical setting for health care, education, research, and services.

I further acknowledge that the liability, if any, for care provided by the employees/ agents of the Board of Regents is limited by law pursuant to Florida Statute § 768.28 (5).

In view of the foregoing, I hereby authorize and consent to any and all medical care and treatment for the minor named below which is deemed necessary and appropriate by a physician licensed in the state of Florida on or behalf of Kids Doc Pediatrics. This consent includes but is not limited to medical and surgical intervention and elective as well as emergency care.

Child’s Name: ________________________________________________________

Parent/ Guardian Name: ________________________________________________

Parent/ Guardian Signature: _____________________________________________

Date: _______________________

Witness Signature: ____________________________________________________
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