“PEDIATRICS

PARTNERSHIP WITH FAMILIES

4141 Madison Ave., Trumbull, CT 06611
Phone: (203) 371-8790 « Fax: (203) 373-0463
Bakerpediatrics.com « cmaloney@bakerpediatrics

After turnbing 1€ vow, as an adult, have the riaht and respwusmui’% for Your medical care
o ~ o/
without Your parents’ consent.

1. Youwmay call for an appointment when you need
2. Unless specific consent bs given, we are not permitted to talke with your parents
about Your health. Your Parents can only be tnvolved if You sign a consent form.

Patlent

DOR cell Phowne

Ematl:

Emerg ﬁwagj Conkact:

relationship Cownkact #

t give permission for Baker Pediatrics to discuss my medical records and aceount
information with the following:

1. relatio nship

=, relatlonship

Slgnature: Date:




