
 

Kidsville Pediatrics 
5881 Virginia Pkwy Suite 300 

McKinney TX 75071 

 

Emergency Contacts/ Additional Persons 

Please list all emergency contacts and/or persons who have permission to bring the patient in for medical care and sign 

consent for any vaccine administration. 

 All messages and text may have personal health information pertaining to the patient. 

Patient’s Name_________________________________________DOB____________________________ 

 

Name Authorized to bring Patient____________________________________________ 

Phone Number________________________________May we leave a voicemail or text Yes/No _______ 

Relationship to patient__________________________________ 

 

Name Authorized to bring Patient____________________________________________ 

Phone Number________________________________May we leave a voicemail or text Yes/No _______ 

Relationship to patient__________________________________ 

 

Name Authorized to bring Patient____________________________________________ 

Phone Number________________________________May we leave a voicemail or text Yes/No _______ 

Relationship to patient__________________________________ 

 

Name Authorized to bring Patient____________________________________________ 

Phone Number________________________________May we leave a voicemail or text Yes/No _______ 

Relationship to patient__________________________________ 

 

 

Signature___________________________________________Date______________________________ 


