





























DELEGATION OF PARENTAL/GUARDIAN POWERS

| certify that | am the parent or legal guardian of:

(FULL NAME OF MINOR CHILD) (DATE OF BIRTH)
(FULL NAME OF MINOR CHILD) (DATE OF BIRTH)
(FULL NAME OF MINOR CHILD) (DATE OF BIRTH)

(“minor child/ren”). | designate

(FULL NAME OF ATTORNEY-IN-FACT)

(STREET ADDRESS, CITY, STATE AND ZIP CODE OF ATTORNEY-IN-FACT)

(HOME PHONE OF ATTORNEY-IN-FACT) (WORK PHONE OF ATTORNEY-IN-FACT)

as the undersigned’s attorney-in-fact with respect to the minor child/ren under
ORS 109.056.

D | delegate to the attorney-in-fact all of my power and authority regarding the

care, custody and property of the minor child/ren, including but not limited to
the right to enroll the minor child/ren in school, inspect and obtain copies of
education records and other records concerning the minor child/ren, the right
to attend school activities and other functions concerning the minor
child/ren, and the right to give or withhold any consent or waiver with respect
to school activities, medical and dental treatment, and any other activity,
function or treatment that may concern the minor child/ren. OR

| delegate to the attorney-in-fact the following specific powers and
responsibilities (write in):




This delegation does not include the power or authority of the attorney-in-fact to
consent to the minor child/ ren’s marriage or adoption.

SELECT ONE:

This delegation of powers is effective for a period not to exceed six months,
beginning upon the occurrence of arrest, deportation, incapacity, or similar
event that renders the above-mentioned minor child/ren without an

available parent or legal guardian, and ending six months from that date. |
reserve the right to revoke this authority at any time.

| am in the US Armed Forces and have been called to active duty. This
delegation of powers is effective through my active duty period plus 30 days.

By:

(PARENT/LEGAL GUARDIAN SIGNATURE)

| hereby accept my designation as attorney-in-fact for

as specified in this delegation of powers. (MINOR CHILD/REN)

(ATTORNEY-IN-FACT SIGNATURE)



REVOCATION OF DELEGATION OF PARENTAL/GUARDIAN POWERS

| hereby revoke (withdraw) the delegation of parental/guardian powers over my
minor child/ren:

(Check one) (Check one)
(FULL NAME OF MINOR CHILD) (DATE OF BIRTH)
(FULL NAME OF MINOR CHILD) (DATE OF BIRTH)
(FULL NAME OF MINOR CHILD) (DATE OF BIRTH)

That was granted to on the

(FULL NAME OF ATTORNEY-IN-FACT)

Following date That delegation is now revoked.

By:

(PARENT/LEGAL GUARDIAN SIGNATURE)

Today's date:







RELATIVE CAREGIVER AFFIDAVIT

Child's Name

Parent's Names

Names of Legal Guardian(s)

, , swear and affirm as follows:
(Name of Caregiver)

1. My name is My date of birth is

2. | make this Affidavit to establish my status as the relative caregiver for a minor
child under Oregon Revised Statutes 109.570-580. Information about the minor
child is as follows:

a. Child's name: Date of birth:

3. My relationship to the child is:

4.1 live with the child at the following address:

5. My legal identification is one of the following:

a. |:| My Oregon Driver’s License or ID card number:

b. |:| My other identification is (type of identification)

that was issued by (governmental agency)

and the identification number is

6. Contact information(name, address, phone number) for the:

a. Mother:
b. Father:
c. Legal guardian(s):

| do not have contact information for [ | mother [ | father [ |legal guardian(s)
(check all that apply). | have been unable to notify either parent of my intent to
consent to medical treatment or educational services for minor child.

A. | have tried to contact [ | mother [ |father [ ]legal guardian(s) (check all
that apply) to notify them of my intent to consent to medical treatment or
educational services for minor child in the following ways:



and mother father legal guardian(s) (check all that apply) responded as follows:

B. | have not been able to contact mother father legal guardian (check all

that apply) to notify them of my intent to consent to medical treatment or
educational services for minor child because:

| declare under penalty of perjury that (child’s name)

lives with me, that | am a competent adult and 18 years of age or older, and
that the information provided in this affidavit is true and correct.

Date: Signature:

Print name:

Address:

Phone number:







AUTHORIZATION TO TRAVEL WITH A MINOR

To Whom It May Concern:

| acknowledge that is traveling out of the country
(name of child or children)

with

(name of traveling adult)

My child or children has my permission to travel with

(name of child or children)

him/her/them out of the country.

My contact information is:

Signed,

(Parent’s signature)

(Parent’'s name, printed)

State of OREGON
County of

Signed (or attested) before me on (date) ,20 , by (name(s) of
individual(s)

Notary Public - State of Oregon Official Stamp
















































