Temporary Limited Power Of Attorney For Consent To Dental Treatment Of Minor Child

Minor Information:

Name of Minor: Date of Birth: (dd/mm/yyyy)

Allergies: Medical Conditions:

[/we are the parent(s) or legal guardian(s) of the above named minor. We appoint:

Authorized Person:

Full Name: DL or State ID#:

Relationship to Patient: Phone #:

Address: City: State:  Zip Code:

a person over the age of 18 to act on my behalf to consent to Dental Care for the above-named minor up until their 21*

birthday in accordance with Section 32.001 and 32.002 of the Texas Family Code. I understand this delegation includes
receiving health information about the minor necessary to make health care decisions.

INSTRUCTIONS TO PARENT(S): At least one parent or legal guardian must sign this form below. The signature(s)
should be witnessed by a person who is not an “Authorized Person” and is not related by blood or marriage to the family,

OR by a Notary Public.

Parent/Guardian

Printed Name Signature Phone(s)
Witness:
Option 1:

Witness:

Printed Name Signature




Texas Family Code

Who May Consent For Treatment of Child

§ 32.001. CONSENT BY NON-PARENT. (a) The following persons may consent to medical, dental,
psychological, and surgical treatment of a child when the person having the right to consent as

otherwise provided by law cannot be contacted and that person has not given actual notice to the
contrary:

(1) a grandparent of the child;
(2) an adult brother or sister of the child;
(3) an adult aunt or uncle of the child;
(4) an educational institution in which the child is enrolled that has received written
authorization to consent from a person having the right to consent;
(5) an adult who has actual care, control, and possession of the child and has written
authorization to consent from a person having the right to consent;
(6) a court having jurisdiction over a suit affecting the parent-child relationship of which the
child is the subject;
(7) an adult responsible for the actual care, control, and possession of a child under the
jurisdiction of a juvenile court or committed by a juvenile court to the care of an agency of the
state or county; or
(8) a peace officer who has lawfully taken custody of a minor, if the peace officer has
reasonable grounds to believe the minor is in need of immediate medical treatment.
(b) The Texas Youth Commission may consent to the medical, dental,
psychological, and surgical treatment of a child committed to it under Title 3 when the
person having the right to consent has been contacted and that person has not given
actual notice to the contrary.
(c¢) This section does not apply to consent for the immunization of a child.
(d) A person who consents to the medical treatment of a minor under Subsection (a)(7)
or (8) is immune from liability for damages resulting from the examination or treatment
of the minor, except to the extent of the person's own acts of negligence. A physician or
dentist licensed to practice in this state, or a hospital or medical facility at which a minor
is treated is immune from liability for damages resulting from the examination or
treatment of a minor under this section, except to the extent of the person's own acts of
negligence.

Amended by Acts 1995, 74th Leg., ch. 20, § 1, eff. April 20, 1995; Acts 1995, 74th Leg., ch. 751, § 5,
eff. Sept. 1, 1995.
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