
CONSENT TO TREAT MINOR CHILD


[bookmark: _Hlk21944895]I, _______________________, parent or legal guardian of _______________________, born 
the ___ day of  __________, 20___ do hereby consent to any medical care, diagnostic testing and the administration of anesthesia determined by a healthcare provider to be necessary for the welfare of said child while child is under the care of an Immediate Health Care Provider which staff Urgent Care locations in Columbus, Grove City,  Newark, Powell, Sunbury, and Westerville Ohio.

This authorization is effective from the ___ day of  _______________________, 20___ to 

___ day of  _______________________, 20___

BY SIGNING, I CONFIRM THAT I HAVE LEGAL ABILITY TO CONSENT FOR THE TREATMENT

_____________________________________      __________________
Signature of Parent or Legal Guardian               Date


______________________________                    ______________________________
Witness Signature                                                   Witness Name (please print)


This consent form should be taken with the child to the Urgent Care Center when the child is taken for first visit. A copy will be retained in the child’s chart for future visits.

Parent/Guardian Address _________________________________________________

[bookmark: _Hlk21945434]Parent/Guardian Telephone: ________________ 

Last Tetanus: __________________

Allergies to drugs or foods: ______________________________________________________

Special Medications, or Pertinent Information: ______________________________

____________________________________________________________________________

Child's Primary Health Care Provider: ______________________ Phone: ________________


Preferred Hospital: ______________________________________________


