
Parental Pre-Authorization 
Effective Date: March 2019 
Updated May 2020 

 Consent to Evaluate and Treat a Minor 

For families who are ongoing patients of Core Dermatology, pLLC, it may be more convenient to have 
prior authorization for medical care delivered directly to minors without a parent and/or legal 
guardian having to be present prior and/or during the treatment. Please review the following 
authorization for treatment and complete the information if you want to authorize such treatments 
in advance. 

Authorization 

I request and authorize Core Dermatology, pLLC and its personnel to deliver medical care to my 
child listed below without my presence at the time of service (in the office or virtually/via 
telemedicine).  I agree to be available by phone and to be financially responsible for all co-pays and 
resulting charges.  

Child’s Name:___________________________________________________ 
Child’s Date of Birth:  /  /   
Name of Parent/ Legal Guardian:   
Home phone: __________ Cell phone:_____________ Work:_____________ 
Emergency Contact and number:___________________________________ 

Signature of Parent/ Legal Guardian: 
Date:  /  /   

Please list below any special instructions regarding the care of your child (allergies, illness, current 
medications being used, etc): 

Note: If there are any special parental or custodial relationships (such as custody with one parent only, legal 
custody/guardianship with non-parent, etc.), please explain below and provide appropriate documentation to 
be kept on file. 

Health Insurance Information:         
Insurance Company_______________________ ID Number___________________________            
Effective Date_________________________ Policy Holder ____________________________               
Group Number _________________  


