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NOTICE TO REVOKE “DESIGNATION OF ANOTHER PERSON TO  

CONSENT TO TREAT MINOR CHILDREN” FORM 

 

 

I, (parent/legal guardian) _____________________________________________________ am the parent of (child’s 

name & date of birth) _________________________________________________________________________________. 

Please immediately revoke prior permission for (person’s name)   

____________________________________________________ to consent for medical care of my child.  

 

 

X______________________________________                   __________________________________ 
(signature of parent or legal guardian)                                        Date signed (required) 

 
 

X______________________________________                   __________________________________ 
 (signature of witness – 18 years of age or older)       Date signed (required) 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
In order to process your Notice of Revoke, please bring this form with you to your next visit or fax it to the appropriate clinical 
location. The fax number can be obtained from our Front Desk staff.   If faxed, please confirm with the office that it was received.  
 

Clinic Use Only: 
 
Revoked by (Staff Name):          
 
Date:              


