PEDIATRIC CARE

We, _____________________________ have chosen the following physician/medical group to provide medical care for our child:


NAME:




ADDRESS:




TELEPHONE:


We understand that medical information will be provided to the agency on a regular basis until the time of finalization.  If there is any change in plan for medical care, the agency will be notified.

__________________________


________________________

Witness





(Adoptive Mother)

__________________________


________________________

Date






(Adoptive Father)

