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POWER OF ATTORNEY 

 
 
 
 

I, ______________________________________,   __________________________,  
                Name of Parent or legal guardian                                                                         Relationship to Patient 

Give my permission and authority to  __________________________________,  
                                                                      Name of accompanying adult  
 
____________________        to bring ______________________________  
       Relationship to Patient                                                Patient’s Name 
 
for dental treatment by Dr. Drum and his staff on 
 
date(s)________________________and make any and all decisions 
   

related to that treatment that may be necessary.  I will be legally bound by any decisions  
 
made by  ________________________________  as if they were my decisions. 
  Name of accompanying adult 

 
 
 
 
 Signature _________________________________ Date_______________ 
  
          Printed Name: ____________________________ 
 
 
Witness:  Signature ______________________________ Date _______________ 
 
 Printed Name: ____________________________ 


