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ADVANCE AUTHORIZATION FOR TREATMENT
OF A MINOR/FAMILY MEMBER

I hereby request and authorize treating hospital to deliver standard and

inevitable emergency medical care for my child/ family member named below.

(D Name of Child/Family member:

@ Name of Authorizing Parent (Guardian)/Family member

@ Relationship to Child/Family member:

@ Address:

To avoid life-threatening situation, I prioritize emergency treatment before
obtaining my consent due to distance and time difference, though please try
to contact me regarding the healthcare of my child/ family member via means
below, in case my child/ family member admitted to your facility.

® Phone Number: +81-

® Email address: @

(@ Signature :

Date : (YYYY/MM/DD)




