
Patient’s Full Name: ___________________________________________________________

 
 
 
     (last)
 
 
 (first)
 
 
       (MI)

Date of Birth:______________________
 
    SS#:_____________________________

Parent’s name:_______________________________________________________________

Address:_____________________________________________

   _____________________________________________

   _____________________________________________

Phone #:_____________________________________________

I hereby give permission for the following caregivers to bring my child for routine and emergency  
treatment by Oldham County Pediatrics, PLLC. I also give my permission for Oldham County 
Pediatrics, PLLC to discuss the care of my child with the individuals below. I understand that I 
am financially responsible for all charges whether or not they are covered by my insurance. I 
consent to routine procedures provided by Oldham County Pediatrics, PLLC, and understand 
that no guarantee of result has been made.

Caregiver Name and relationship to patient:

1._____________________________________________________________________

2._____________________________________________________________________

3._____________________________________________________________________

_______________________________________
 
 ________________________

         Parents Signature
 
 
 
 
        Date

OLDHAM COUNTY PEDIATRICS, PLLC
Joshua Honaker, MD   Diane Wetherton, MD   Ashli Collins, MD   Greg Robson, MD   

Julie Schuster, MD    Amy Bindner, MD   Cara Price, MD
2307 S. Hwy. 53 LaGrange, KY 40031

Phone (502) 225-6277      Fax (502) 225-6278
PERMISSION TO TREAT


