






AUTHORIZATION TO BE SEEN WITH OUT 

PARENT OR LEGAL GUARDIAN 

 
 

I,          the person legally 

responsible for           

(patient name), allow Dr. Sanchez to provide any necessary treatment to    

            

(patient name) should he/she attend their dental appointment with anyone other than the 

parent/legal guardian.  Below is a list of those who can come with patient: 

1) Name: _________________________ 

    Relationship: ___________________ 

    Phone Number: ___________________ 

 

2) Name: ______________________________ 

    Relationship: _________________________ 

    Phone Number: _______________________ 

 

3)  Name: ________________________________ 

    Relationship: ___________________________ 

    Phone Number: _________________________ 

 

Responsible Party Name (Print)         

 

Signature          

Date        
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