
Parent Permission Form 

Patient Name:__________________________   Date of Birth:________________ 

Patient Address:_____________________________________________________ 
 Street   Apt# 

 _____________________________________________________ 
 City,  State   Zip Code  

I (we), being parent(s) or legal guardian(s), give permission to Advance Pediatrics, 

PLLC to consult, immunize or treat my child when they are accompanied by 

following adults: 

Name________________________  Relationship to Patient:___________Phone#_______________ 

Name________________________  Relationship to Patient:____________Phone#______________ 

_______________________________    ______________________________ 
Signature of Parent or Legal Guardian  Date 

_______________________________    ______________________________ 
Relationship to Patient  Witness   (Office Staff) 

 9836 W Yearling Road F-1300 

Peoria, AZ 85383 

8232 W Cactus Rd. Ste #124
Peoria, AZ 85381

(PH) 623-328-8664 (FAX) 623-328-9432


