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Please initial below each name what information you would like that individual to be able to access
(I’/We) hereby give authorization to the physicians and staff of Pediatric and Adolescent Care, LLP, to treat my child(ren) with
reasonable and proper medical care by today’s standards if I cannot be reached for verbal authorization.
Patient Name DOB:
NAME: RELATIONSHIP:
Billing Info Authorize Vaccines Patient Info
(making appointments, requesting prescriptions)
NAME: RELATIONSHIP:
Billing Info Authorize Vaccines Patient Info
(making appointments, requesting prescriptions)
NAME: RELATIONSHIP:
Billing Info Authorize Vaccines Patient Info
(making appointments, requesting prescriptions)
NAME: RELATIONSHIP:
Billing Info Authorize Vaccines Patient Info
(making appointments, requesting prescriptions)
NAME: RELATIONSHIP:
Billing Info Authorize Vaccines Patient Info

Authorization above will remain in effect until rescinded in writing; or until

Signature for authorization:

(making appointments, requesting prescriptions)

Date Specified

DATE:

Kenneth R. Setter, M.D. F.A.A.P. « S. Sandra Wan, M.D. F.A.A.P. « Don F. Zetik, Jr., M.D. F.A.A.P. « Jessica L. Keller, M.D. F.A.A.P.
Gabriel T. Griffin, M.D. F.A.A.P. * Sherri M. Gordon, M.D. F.A A.P. « Claire L. Mattocks, D.O. F.A.C.O.P. F.A.AP.

2000 South Wheeling, Suite 300 « Tulsa, OK 74104 « (918) 747-7544 « Fax (918) 747-3952
WWW.pac-tulsa.com



http://www.pac-tulsa.com/

