DEPARTMENT OF DERMATOLOGY

Child's Name:

\\ Stony Brook

Medicine

Child’s Date of birth:

L

the parent or guardian give permission to the following person

or persons to bring my child to Stony Brook Dermatology Associates and make medical decisions and

allow vaccinations during the visit.

Name:

Relationship to patient:

Name:

Relationship to patient:

This letter will be valid for up to six months from the date indicated above, unless otherwise

updated.

Date:

Parent Name:

Signature of parent:

Stony Brook Dermatology Associates
500 Commack Road

Suite#105

Commack, N.Y. 11725

Ph: 631-444-4200 Fax: 631-638-0129

www.stonybrookmedicine.edu/dermatology

Stony Brook Dermatology Associates
1320 Stony Brook Rd
Building F, Suite 200
Stony Brook, NY 11790
Ph: 631-444-4200 Fax: 631-638-4220
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