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Parental Consent Unaccompanied Minor Form
I, __________________________________________________________________  (____________________________)
              (Name of parent/legal guardian)	                                                                                    (Relationship)
 give permission for ________________________________________________, Date of Birth: _____________________,
                                                       (Name of minor patient)					

to attend his/her illness appointment alone without my presence and authorize treatment for my child in accordance with the office policy of Sandpoint Family Health Center. This includes providing a history of present illness, disclosure of protected health information, and/or legal responsibility for relaying any diagnosis, treatment plan, or prescription(s) to the parent/guardian mentioned above.  I agree to be available by phone, and to be financially responsible for all copays and coinsurance.  This authorization is effective on the date signed.  

This authorization: _____ 1. EXPIRES ON:  _____________ OR _____ 2. DOES NOT EXPIRE.
						                (DATE)

Contact Information for Parents/Legal Guardians:
Where/how can you be contacted in case of emergency? ___________________________________________________
Phone Number(s) where you can be reached: _____________________________________________________________ 
Comments: ________________________________________________________________________________________

If you cannot be reached is there someone else we should contact? 
Name: _________________________________________________________ Phone: _____________________________
Relationship: _______________________________________________________________________________________

Health Insurance Information                             No change since last visit (skip to next section)
Insurance Company:_________________________________________________________________________________
ID Number: ____________________________________________ Group Number: ______________________________

________________________________________________________       	        ___________________	   
 Print Name of parent/legal guardian								Date

________________________________________________________       	        ___________________	   
Signature of parent/legal guardian								Date
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