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3297 Eagle Run Dr NE
Grand Rapids, MI 49525
P: 616-447-7900
F:  616-447-7902

 	Parental Designee Form


I hereby designate the below named person (18 years old or older) to make all healthcare decisions for my son/daughter with the exception of ___________________________ procedures (if any).  I certify that there are no court orders prohibiting their designation.

Patient Name:		________________________________________________________________
Patient Date of Birth:	________________________________________________________________
                                                                   (Day)                      (Month)                   (Year)
Parent/Guardian Name:	__________________________________________________________
Parent/Guardian Phone Number:	___________________________________________________
Parent/Guardian Address:	__________________________________________________________
Date of Parent/Guardian Signature:	___________________________________________________
                                                                              (Day)                      (Month)                   (Year)
Designee Name:	________________________________________________________________
Designee Phone Number:	__________________________________________________________
Designation Effective Date:	__________________________________________________________
                                                                              (Day)                      (Month)                   (Year)
Copy of Designee’s Photo ID on File:	                ________ Yes     ______ No          


This form will expire after one year from the date you’ve signed above. When expired we will need an updated form signed.  


Parent/ Guardian Signature:    _____________________________________    _____________
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