
Print Name: _______________________________________________________________________ 

Relationship to Patient: _____________________________________   Date:___/___/____ 

This authorization shall remain in effect until revoked in writing. 

Consent is hereby granted by:_________________________________________________________ 
 Signature 

Date of Birth: ______________________________________________________________________  

as deemed necessary to my minor child: ________________________________________________ 
     Name 

I hereby authorize the physicians of Glendale Pediatrics and their designees to provide medical treatment 

CONSENT FOR TREATMENT 

GLENDALE PEDIATRICS 
A PROFESSIONAL CORPORATION 

1500 EAST CHEVY  CHASE  DRIVE, SUITE 250 
GLENDALE, CALIFORNIA 91206-4139 

RICHARD H.FEUILLE. JR., M.D.  
JENNIFER A HARTSTEIN, M.D. 
JAMES C. HENRY, M.D.  
BRADLEY M. BURSCH, M.D. 

NICOLE A FABRIS-CARRAL, M.D. 
SUJATA P.IYER, M.D. 

AMELIA FAN, M.D. 

TEL. (818) 246-7260 
FAX (818) 502-9247 

        VIVIAN SAAVEDRA, M.D.




