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Consent to treat an Incapacitated Adult 

 
Patient Name:___________________________________________________DOB:___/____/____ 
 
We recommend that a legal guardian/ Durable Power of Attorney (DPOA) attend an incapacitated patient’s 
appointment to assist in the medical decision making of the patient. However, if this is not possible and there are 
other people who are caregivers for the patient, the DPOA grants my authorization and consent for the following 
people (please print the full names of designated adults):  
 

1. _____________________________________________________  

2. _____________________________________________________ 

3. _____________________________________________________ 

To accompany the patient to their appointments, make decisions regarding necessary and/or routine treatment of 
the patient including, but not limited to examinations, medical, surgical, or laboratory diagnoses and treatment, 
injections, or anesthetics. I understand that only myself and the designated adult(s) listed above will have the 
authority to authorize treatment.  
 
I understand that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being 
required, but is given to provide authority to the above-named designated adult(s) to give consent to any and all 
such diagnosis, treatment, or hospital care which a licensed doctor recommends.  
 
The legal guardian/ DPOA who signs this form is financially responsible for all co-payments and deductibles. We 
do not forward bills to other parties regardless of court rulings. We will only respond to a court order that directs 
Absolute Dermatology, PC to act in a certain way.  
 
This authorization will remain in effect unless so designated in writing that such consent for treatment of the  
minor patient is cancelled.  
 
This authorization is effective beginning _________________________________________________. 
 
 
 
Signature of Legal Guardian/ DPOA        Date 
 
Legal Guardian/ DPOA’s relationship to patient: ____________________________________________. 
 
 Legal Guardian/ DPOA’s full name:_____________________________________ 
 

• Contact number 8am-5pm: ___________________ home / work / cell (circle)  
 

• Secondary number: ___________________ home / work / cell (circle)  
 
 

OFFICE USE ONLY:  
� Verified photo ID of parent/ 
legal guardian 
� Copy of DPOA obtained 
 
Employee initials: _________ 
 
 
Date: ____________ 


