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SUBSTITUTED CONSENT FOR TREATMENT OF MINORS AND INCOMPETENTS

(minor’s care with no adult present)

I, the parent/guardian of __________________________________, _________________







(Name)

   (Date of birth)

grant permission to Scenic Bluffs Community Health Centers to provide primary care treatment for my above named child/ward in the event that I cannot be contacted through reasonable efforts or in my absence.  This authorization shall be valid for the period of time beginning on this date: ______________        and ending on this date: _____________.  

This authorization is valid for the following:

_____ All Departments within Scenic Bluffs Community Health Centers
OR…. (please specify)

_____Medical

_____Dental

_____Chiropractic

_____Behavioral health
_____Pharmacy

I hereby indemnify the providers, Health Centers and other persons who act in reliance upon this signed authorization.  I further agree to reimburse Scenic Bluffs for the costs of the services.  


Signature dated: ________________________, 20_____.

___________________________________

____________________________________


Signature of Witness 




Parent/Guardian SIGNATURE

  (to verify parent/guardian signature)








____________________________________









Parent/Guardian name PRINTED

The parent/guardian can be reached at the following address and phone number:

___________________________________

___________________________________

___________________________________

___________________________________

Any known medical conditions or allergies: __________________________________________ 

______________________________________________________________________________
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