HealthPoint Family Care, Inc
Permission for evaluation and treatment of a minor child
Instructions for Staff:  Consent for Treatment is to be verified at every visit for minors under age 18.  Consent must be signed annually or when changes are made.  Registrar scans in Registration and gives to MA to scan in EMR when changes are made.
Completing this form will allow HealthPoint providers to examine and treat the minor child named below for simple illnesses, or routine physicals including immunizations without a parent or guardian being present at the office.  The child must already be an established patient at HealthPoint before this form is signed.

PLEASE PRINT

Child’s Name: _________________________________________________________________




Last



First



Middle

Date of Birth: (MM/DD/YY) ________________________
Soc. Sec #:_____________________

Street Address: ___________________________________ P.O. Box: _____________________

City: _______________________
State: _____
Zip: ________________
Sex:    M     F

Home Phone #: _______________________
Emergency Phone #: __________________

Work # for parents: _______________________

I, ________________________________, the parent/guardian of ________________________, give consent for ongoing assessment/evaluation/treatment of my child at HealthPoint offices.  Evaluation and treatment of the child at the office will be done by regular HealthPoint Provider.  I give consent for the following physical and/or mental health services to be performed at HealthPoint:

· Assessment, diagnosis, evaluation, and treatment of the child if a parent or guardian cannot be present

· Routine lab work such as a strep screen or urine check.
· Routine immunizations as required by the State. 
· Routine physicals, acute illness, follow ups
The parent or guardian will be contacted for permission before additional things may be done.  In a real emergency, as usual, the child will be treated as needed, even if the parent or guardian has not yet been reached for permission. 
The following person(s) listed have my permission to bring my child to the office for treatment:

___________________________________________________________________________

__________________________________________________________________________________

______ (Please initial) I decline to give permission for anyone to bring my child to the office for treatment.  In a real emergency, as usual, the child will be treated as needed, even if the parent or guardian has not yet been reached for permission.
I understand that is my responsibility to notify the office about changes in guardianship, address, or phone number. A new form must be filled out for change in permission status.
This consent is in effect until I revoke it in writing at the HealthPoint office.

Signature of parent/guardian _____________________________________________        Date:______________
Witness Signature _______________________________________________________
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