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 Consent for Treatment 

I give my permission for Atlantic Prosthetic Services to treat my child, _________________________________, according to the standards of care within the community and the realm of medical necessity as deemed appropriate by his/her physician.


_______________________________________	   		___________________
Signature 									    Date


Authorization for Treatment

I,_____________________________________, do hereby consent and authorize Atlantic Prosthetic Services and its associates, assistants or designees as may be selected by him/her, to examine and/or treat my child/children in my absence. I affirm that I have the legal right to consent to this. I understand that this consent is legal and binding until specifically revoked by myself or another person who has the legal right to sign or revoke this authorization. I am aware that the practice of medicine and surgery is not an exact science, and I acknowledge that no guarantees have been made to me as to the results or examinations and/or treatments.
I give the physicians or their designee(s) permission to treat my child in my absence with whatever treatment plan they deem necessary and appropriate.


_______________________________________	   		___________________
Signature 									    Date




Emergency Contacts Authorization

I authorize Atlantic Prosthetic Services’ practitioners, medical personnel, billing staff and clerical staff to treat my child _______________________________ in my absence when the child is brought into the office by my designee:

________________________________			___________________
Name									Relationship
________________________________			___________________
Name									Relationship
________________________________			___________________
Name									Relationship


I understand that at any time I may change who my designee/emergency contact person(s) but that I must do so in writing and in advance of said designee escorting my child to an appointment.


_______________________________________	   		___________________
Signature 									    Date

The information in this letter is privileged and confidential information intended only for the use of the individual or entity named above. If the reader of this message is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in error, please notify us immediately.

     1142 Shipyard Blvd                              200 Jefferson St                                  674 Ocean Hwy West
     Wilmington, NC  28412                       Whiteville, NC  28472                       Supply, NC  
     (910) 350-0067                                     (910) 640-2939                                 (910) 754-3372   
     (910) 350-0065 fax                               (910) 350-0065 fax                           (910) 350-0065 fax   
