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Patient Label

  I, (guardian name)  , give my consent for (child’s full name)       

           (child’s date of birth)                 to receive the health

          

under the direction of (licensed provider name)         .

This consent shall begin on    .

Please mark the services for which you are authorizing the child to obtain without you present:

   Assessment, diagnosis, and treatment of minor illness and/or injury

   Athletic, School, and/or Other Routine Physicals

   Routine Immunizations: Per the OSFMG Childhood Immunization Schedule List, available upon request. The list goes by

  the Center for Disease Control (CDC) and the Advisory Committee on Immunization Practices (ACIP).

   Other Immunizations: Parent must specify in writing on the line below, may refer to Pediatric Immunization Guide.

   

   Routine Allergy Immunotherapy (allergy shots)

   Routine Behavioral Health appointments

   Procedure(s): Including ear wax removal/washing, wart removal, suture or staple removal. 

 

  Foreign body removal, drainage of an abscess or other invasive procedure

  Behavioral Health Treatment, for example,

   Medication dosing changes

   Medication changes 

Phone number where I can be reached during the provision of health services:   

 
Authorization Signature - Parent/Legal Guardian

   
Printed Name - Parent/Legal Guardian  Date/Time

 
Relationship to Patient

 
Witness - Mission Partner and/or Notary


