AUTHORIZATION TO LEAVE DETAILED MESSAGE REGARDING LAB RESULTS ON ANSWERING MACHINE

CHILD DOB:
CHILD DOB:
CHILD DOB:
CHILD DOB:
CHILD DOB:

PARENT/GUARDIAN NAME (PRINT)

PARENT/GUARDIAN SIGNATURE DATE

Woodinville Pediatrics, PLLC
17000 140th Ave NE, Suite 102, Woodinville, WA 98072
Ph: 425 483 5437 Fax: 425 488 4919



