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EMERGENCY CONSENT FORM FOR CHILDREN


Child’s Name:______________________________________________________________________________

The following people may bring my child to the doctor in my absence:

Name:_________________________________________

Relationship:_________________________


________________________________________


        __________________________


________________________________________


        __________________________



Parent/Guardian:_________________________________

Date:_______________________________

FOR PARENTS OF ADOLESCENTS ONLY

I understand that in the state of Ohio, a teenager has the right to visit with a physician without parental knowledge or consent for certain medical conditions including but not limited to mental illness, substance abuse, concern about sexually transmitted diseases, and counseling and treatment for the prevention of pregnancy.

Parent/Guardian:________________________________

Date:_______________________________

      FOR ADOLESCENTS ONLY

I understand that although I have the right to seek medical care without the knowledge or consent of a parent, I am responsible for any charges that insurance does not cover.  I also realize that all information discussed with Dr. Dana will be confidential unless I am depressed enough to consider hurting myself, I am mad enough to consider hurting somebody else, or I have an illness (such as an STD) that could hurt somebody else.  Although Dr. Dana will not discuss these conditions with my parents, she may have to inform the local Health Department.  Additionally, Dr. Dana cannot be responsible for insurance statements that could potentially list tests that Dr. Dana performed.

Patient:______________________________________

Date:_______________________________
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