
I, ______________________________, parent/legal guardian of___________________________, whose date of birth is ______ / _______ / _______ .

hereby authorize the individual(s) listed below to bring my child in for an appointment with Dr. Michelle Hamidi and associates.  This autorization entitles

these individuals to act on my behalf in making any necessary medical decisions in my absence, including but not limited to: signing for immunizations

and authorizing treatment recommended by a medical provider.

Associates in Family Medicine
M. Michelle Hamidi, MD
5222 Balboa Ave Suite #31
San Diego, CA 92117

Phone (858) 565-6394  Fax (858) 565-6471


