
De Queen Medical Center 
 
1306 W. Collin Raye Drive 
De Queen, Arkansas 71832 
Phone (870) 584-4111 
  

 
 

 
 
 
 

Release for Medical Treatment 
 

I, the undersigned, do release to ______________________ 
 
the authority to take _______________________________ 
 
to the doctor or hospital for any medical treatment that may 
be needed during their visit with them. 
 
_____________________________ will be responsible for 
any medical expenses that may be incurred. 
 
 


