
 

 
Thomas P. Miller, M.D.             Erica Palmisano, M.D. 

Erin J. Gibson, PA-C 

 

I, (print name)_____________________________________________, give my consent to 

Allergy Associates of Western Michigan, P.C. to give my minor child allergy injections in my 

absence.  

 

In the event of a reaction, I give my consent for any treatment deemed necessary and 

appropriate for my child.  

 

Name of Patient (please print)______________________________________________________ 

Patient date of birth______________________________________________________________ 

Signature of Parent/Guardian_______________________________________________________ 

Date___________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3185 Macatawa SW ● Suite B 
Grandville, MI 49418-1274 

Phone (616) 531-6900 
Fax (616) 531-5847 

 

1600 East Beltline NE ● Suite 303 
Grand Rapids, MI 49525-7024 

Phone (616) 726-6706 
Fax (616) 447-2005 

 
www.allergywestmi.com 


