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Third Street Family Health Services 
Healthcare Consent for Treatment of a Minor 

The purpose of this consent is to permit the immunization or treatment of minors as well as when parents or guardians do not 
personally accompany the minor to Third Street Family Health Services, and affiliations when applicable. Therefore, it includes 
treating minors, mature minors and times when consent is not required. 

I ______________________________the parent of or legal guardian of ___________________ (minor) 

 Authorize a mature minor to receive treatment, including immunizations, or emergency treatment without parent/
legal guardian present.

Authorize the following person(s):
_____________________________________________ Relationship: ____________________________________

______________________________________________Relationship: ___________________________________ 

To act as representative(s) for myself in my absence or incapacitation to consent to any x-ray, examination or treatment and healthcare 
which is deemed advisable by and is rendered under the general or special supervision of any provider licensed through Third Street 
Family Health Services whether or not such diagnosis or treatment is rendered at the office of said provider. 

It is understood that this authorization is given in advance of any specific diagnosis, treatment or care being required but is given to 
provide authority and power on the part of the representative to give specific consent any and all such diagnosis, treatment or care 
which the provider in the exercise of his or her best judgment may deem advisable. 

I hereby authorize any Healthcare Provider, which has provided treatment to the above named minor to surrender physical custody of 
such minor to the above named representative upon completion of treatment. 

Additional Information 

Well-Child Exams (may include routine lab tests) Referrals to other community healthcare professionals 
Sports Physicals Dental Exams, X-Rays, cleaning & sealants 
Care of acute illness and injury (may include strep testing) Immunizations 
Prescription of antibiotics and other necessary medications Family-planning education & counseling 
Assistance in the care of chronic conditions Substance-abuse prevention, education, and counseling 
Follow-up care as requested by the medical provider Behavioral health services to include individual counseling 

visits 

________ Initial here if you wish for your child to get all immunizations (recommended by CDC and ACIP) when due, when 
guardian/parent is not present.  

________ Initial here if you do not wish for minor to get immunizations (recommended by CDC and ACIP, when legal guardian / 
parent is not present.  

Signature of Parent or Legal Guardian: ________________________________________________________________________ 

Printed Name of above Parent or Legal Guardian: _______________________________________________________________ 

Third Street Family Health Staff Signature: ________________________________________ Date: ___________________________ 

This Authorization is not necessary for Pregnancy Testing, STD testing, contraception, treatment and behavioral health (up to 6 visits). Prenatal care for 
a minor does not require Parental/Guardian consent. This authorization shall remain effective until revoked by the parent/legal guardian.
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