
GUARDIAN MEDICAL RELEASE FORM
1 5 4 0  S U N D AY  D R I V E

R A L E I G H ,  N C  2 7 6 0 7 - 6 0 0 0

T E L  9 1 9 - 7 8 2 - 3 4 5 6

F A X  9 1 9 - 4 2 0 - 6 0 8 2

www.raleighneurology.com

I hereby give, ________________________________________ the legal right to make informed medical decisions for my child. I understand that 

the physicians of Raleigh Neurology Associates will not be held accountable for any decisions that the above person makes on my behalf.

(The person accompanying your child must have proof of identity)

Child’s Name ______________________________________________________________________________

Parent/Guardian’s Signature _______________________________________________________________ Date ___________________________________________

Attending Neurologist’s Signature ____________________________________________________________ Date ___________________________________________


