ALLERGY AND ASTHMA ASSOCIATES, PC
Richard C. Loria, MD Courtney J. Blair, MD Penny Flores, FNP
Board Certified Physicians in Allergy and Immunology

AUTHORIZATION FOR A MINOR PATIENT TO RECEIVE TREATMENT IN THE ABSENCE
OF A PARENT/LEGAL GUARDIAN

Minor Patient's Name (Please Print):

Patient’s Date of Birth: Phone Number

Parent/Legal Guardian’s Name (Please Print):

My Child will be accompanied by (an adult)
My Child will be coming to Allergy and Asthma Associates alone (if over the age of 16)

YOU MUST PROVIDE OUR OFFICE WITH A PHONE NUMBER WHERE YOU CAN BE REACHED IN AN EMERGENCY

Home Number Work Number Cell Number

As the parent / legal guardian of the above name minor patient, | hereby give consent for my minor son and/or daughter to be
treated by the physicians at Allergy and Asthma Associates, in my absence. | authorize the above adult to authorize any
necessary treatment and/or sign any registration and insurance materials. This treatment can include routine medical care,
allergy injections, special testing and any emergency medical treatment deemed to be necessary whether such emergency
treatment is administered in the office of Dr. Loria, Dr. Blair and /or Ms. Flores, or at a designated hospital. Authorization is also
given to request the services of an ambulance at the expense of the parent / legal guardian should such transportation to the
hospital be deemed necessary by Dr. Loria, Dr. Blair and /or Ms. Flores or their staff.

With regards to allergy injections and/or testing, | understand that, while generally recognized as safe, allergy injections and/or
testing may cause local reactions in the form of swelling and tenderness at the injection or testing site. | further understand that,
in rare cases, severe systemic reactions such as hives, swelling, asthma and shock may develop after allergy injections or any
testing. While unusual, the latter may be life threatening and may require immediate emergency treatment. In an effort to
provide safe care regarding potential injection reactions, patients are required to remain in the office for an assessment period
of thirty minutes after allergy injections.

This agreement shall remain in effect until the child reaches the age of 18 or revoked by the parent.

(Signature, Parent/Legal Guardian) Date

(Signature, Legal Witness (Office Staff or Notary Public)) Date

6888 EIlm Street, Suite 301 46400 Benedict Drive, Suite 003
McLean, Virginia 22101 Sterling, Virginia 20164
703-356-8290 (p) 703-356-8031 (f) 703-430-0833 (p) 703-430-6073 (f)

ParentalConsent doc. 10/11






