Bluestone Health Association, Inc.
MEDICAL CONSENT TO TREAT A MINOR

Parent / Legal Guardian Information

Parent/Guardian Name

Child's Name

Child's Date of Birth

Authorized Individuals

Name Relationship Phone Number

Consent for Treatment
[0 Medical evaluation and treatment

O Dental examination and treatment
[ Diagnostic procedures, including X-rays
[ Preventive services and routine care

U Emergency treatment when deemed necessary

Emergency Treatment Authorization

In the event | cannot be reached, | authorize Bluestone Health Association, Inc. providers to
provide emergency medical or dental treatment deemed necessary for my child's health
and safety.

Financial Responsibility
| understand that | remain financially responsible for services provided to my child.

Authorization Period

Effective Date Expiration Date

Emergency Contacts

Father

Mother

Additional Emergency Contact




Signatures

Parent/Guardian Signature

Date

Printed Name

Witness Signature

Date
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