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Consent To and Direction for Treatment of Minor

Minor Name:___________________________________________________   D.O.B.:________________

Parent(s) Name:________________________________________________________________________

I, (We), being the parent(s) or guardian(s) of the aforesaid minor, do hereby authorize, request and direct the Santa Cruz Women’s Health Center to provide/perform such treatment to said minor as in your judgment is advisable. I understand that all treatments or diagnostic measures will be explained at the time of the exam or procedure.

The above minor may from time to time appear at the Santa Cruz Women's Health Center for examination or treatment, or both, unaccompanied by an adult, because of my (our) absence or unavailability.

I, (We), understand that the physicians, nurses, or administrators may consider it advisable that a parent or guardian or other adult be present with said minor for the purpose of assisting in the diagnosis or treatment.  I, (We), agree to cooperate by being present with said minor at all times possible or when requested.

I give my consent for my child to be attended by a physician assistant, a nurse practitioner or physician.  Physician assistants and nurse practitioners are certified and licensed to provide care under the supervision of a physician. 

Signature:______________________________



Date:____________

Specify Relationship to Minor:______________________________

The following other adult has my permission to accompany my child to medical visits and make medical decisions for my child:

Name:______________________________ Relationship:_____________________ Phone:____________

Emergency contact:

Name:_______________________________ 

Relationship to minor:___________________ Day/Evening Phone:_______________________________

Parent Consent for the Use and Disclosure of Health Information

The Santa Cruz Women’s Health Center is committed to treating and using protected health information about your child responsibly by obeying laws on how we use and share your child’s information. We are required to obtain your consent for the use and disclosure of health information:

I give my consent to the Santa Cruz Women’s Health Center to use and disclose my child’s health information for treatment, payment, and health care operations.

I acknowledge that I have been advised of my right to:

· Review the SCWHC Privacy Notice

· Request restrictions on how information is used and disclosed for treatment, payment and health care operations purposes

· Revoke consent

I acknowledge that I have received the Notice of Privacy Practices of the Santa Cruz Women’s Health Center and I have been provided an opportunity to review it.
Parent or Legal Guardian________________________________
Date:_______________
signature
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