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Date: __________________________ 
 
To McLean Dermatology & Skincare Center: 
 

Patient 
Name: 

 

Patient Date 
of Birth: 

 

 
 
__________________________________________ has my permission to make medical decisions 
and receive medical information on my behalf for the above mentioned patient for the 
date of service: _________________________ at McLean Dermatology and Skincare Center. 
 
Please note person must show Government Issued ID when presenting patient at McLean 
Dermatology & Skincare Center. 
 
Sincerely,  
 
 
 
 Printed Name        Relationship to Patient 
 
 
 
Signature of Parent or Legal Guardian     Date Signed 


