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 6859 S.W. 18th Street, Suite 200  7545 W. Boynton Beach Blvd. Suite 101  
 Boca Raton, FL 33433-7056  Boynton Beach, FL 33437-6166  
 

 

(561) 368-3775  
 

(561) 734-5710  
 Fax (561) 368-1143 / 392-7139  Fax (561) 734-9118 

 
 

 

Women’s Health Partners, LLC 
Diplomates of the American Board of Obstetrics & Gynecology 
                              www.myobgynoffice.com                               
 

Samuel Kaufman MD, FACOG Stephanie Figueira MD 
Stewart Newman MD, FACOG Alexandra Levy MD 

Jane Rudolph MD, FACOG Rachel DeVaney CNM 
Gostal Arcelin MD, FACOG Laurie Gibbons CNM 

Lauren Feingold DO, FACOG Tyler Halvaksz CNM 
Rachel Ciaccio MD, FACOG Adrienne Bradley CNM 

Kristen Tibavisky MD, FACOG Corrie Henry APRN 
Tara Ruberg MD, FACOG Jessica Hoke APRN 

 Danielle Rice PA-C 
 

 

MINOR PATIENT AUTHORIZATION FOR TREATMENT 
 

 

Authorization is hereby granted to provider _________________________________, 
including such assistants as he/she may designate and women’s health partners, LLC to 
provide medical care and treatment to:  

 

 

_____________________________  _______________  
Patient Name      Account # 
 
 
 
______________________________        ___________________   
Signature of Person Authorized to    Relationship to Patient 
Consent For Patient      
 
 
 
_____________________________  _____________  
Witness       Date 

 

http://www.myobgynoffice.com/

