
Neeta	R.	Bhardwaj,	M.D.,	P.A.	
	

Authorization	for	Medical	Treatment/Delegation	of	Consent	

11710	FM	1960	West,	Houston,	TX	77065		
www.neetabhardwajmd.com	

(281)	469-6097	

	
______________________________________	 	 	 	 	 	 __________________________	
Name	of	Patient	 	 	 	 																																																																								Patient’s	Date	of	Birth	
	
I	hereby	authorize	full	medical	delegation	to	the	following	individual(s)	when	I	am	unavailable	to	give	consent:	
	
1.	Name:	__________________________________________________________________________________________	
	 	 	 Last	 	 	 	 	 First	 	 	 	 Middle	
	
Relationship	to	Patient:	__________________________________	 Phone	Number:	__________________________	
	
2.	Name:	__________________________________________________________________________________________	
	 	 	 Last	 	 	 	 	 First	 	 	 	 Middle	
	
Relationship	to	Patient:	__________________________________	 Phone	Number:	__________________________	
	

3.	Name:	__________________________________________________________________________________________	
	 	 	 Last	 	 	 	 	 First	 	 	 	 Middle	
	
Relationship	to	Patient:	__________________________________	 Phone	Number:	__________________________	
	

4.	Name:	__________________________________________________________________________________________	
	 	 	 Last	 	 	 	 	 First	 	 	 	 Middle	
	
Relationship	to	Patient:	__________________________________	 Phone	Number:	__________________________	
	

The	above	listed	individual(s)	are	able	to	consent	to	any	and	all	medical	care	and	attention	for	this	child	which	is	deemed	

necessary	and	appropriate	by	a	healthcare	provider	licensed	in	the	state	of	Texas.		This	consent	includes,	but	is	not	

limited	to,	medical	and	surgical	intervention,	immunizations,	and	elective	as	well	emergency	care.		This	delegation	shall	

be	valid	until	I	withdraw	delegation	of	consent.			

	

Printed	name	of	parent/guardian/patient	(if	18	or	older):___________________________________________________	

Signature	of	parent/guardian/patient	(if	18	or	older):_______________________________________________________	

Relationship	to	the	patient:	___________________________________________________________________________	

Date:______________________________________________________________________________________________	


