
ADVANCED ALLERGY & ASTHMA ASSOCIATES                           
FOOD ALLERGY CENTER OF ILLINOIS 

 

MyAllergyDr.com 
p. (847) 888-8802 f. (866) 246-1164 

 

MEDICAL TREATMENT AND HEALTH INFORMATION 
AUTHORIZATION  

 
 
I, the undersigned parent/guardian, hereby grant ________________________________________________          
       (Name) 

_____________________________ the authority to obtain,  discuss, and medical decision-making of  my  
(Relationship to patient) 

child’s treatment and health information as follows: 
                    

- Obtain medical treatment and procedures for the patient as may be appropriate in emergency 
circumstances, including treatment by physicians, clinic personnel, and other appropriate health 
care providers.  

 
- Obtain routine medical treatment from appropriate health care providers.  
 

By signing below, I give permission for Advanced Allergy & Asthma Associates to discuss the 
following medical and billing information with the above-named person (check all boxes that apply): 

□ Allergy Test Results 

□ Diagnostic Reports (labs, X-rays, etc.) 

□ Medical Information, including diagnoses, medications, and treatment plan. 

□ Scheduling/Appointment Information 

□ Billing and payment information  

□ Other: ___________________________  
 
 
This grant of temporary authority shall begin on ___________________________, and shall remain  
effective until terminated by the undersigned.  
 
 
Patient information:  
 
Printed Name:________________________________ 
 
Date of Birth: ______________________________  
 
 
 
Parent/Guardian Signature: ______________________________________________ Date: ______________  
 
Parent/Guardian Printed Name: _____________________________________ 


