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Consent to Treat a Minor
	
	
	
	
	Victor Public Schools (PK-12)

	Minor Patient’s FULL Name 
(as it appears on birth certificate)
	
	DOB
	
	School District


Sapphire Community Health (SCH) must receive permission from the student’s parent or legal guardian prior to providing treatments for injuries or illnesses that are non-life threatening. Completing the consent form does not obligate you or your child to use the SBHC, but it does give SCH staff legal permission to treat your child in case of an emergency or in the event that you do not accompany them to the health center.
While parents and guardians are not required to be present for appointments, SBHC staff respect and encourage their active involvement in their child’s healthcare and will always attempt to notify you when your child presents to the Health Center and invite you to be present for the visit by phone, secure video technology, or in person.
Please Note:
*In accordance with State and Federal laws, in certain circumstances parent/guardian consent may not be needed for adolescents to be seen for concerns related to the prevention, diagnosis, and treatment of certain conditions (such as STDs, pregnancy, substance abuse, etc.) and Health Center staff cannot release information pertaining to these concerns to parents/guardians without the minor’s explicit consent.
By initialing below, I authorize my child to be seen at Sapphire Community Health’s School-Based Health Centers.
	
	I do hereby authorize the above-named minor to seek and consent to treatment with no adult present.  

	(Initials)
	

	
	I authorize Sapphire Community Health and its providers to provide medical care to my child without my presence; including but not limited to, diagnostic testing, non-invasive procedures, and prescribing of medication deemed appropriate by his/her provider.  I understand that should my child need more involved diagnostic or surgical procedures, attempts will be made to contact me before such care is initiated.

	(Initials)
	

	
	At each visit that my minor child presents without my presence, I understand that I will receive a call to give verbal consent for each visit, and that this verbal consent will cover all testing and treatment and also authorizes Sapphire Community Health to bill the insurance plan on file for those services.  I understand that if I am not available by phone at the time of the visit, no treatment will be provided, and the appointment will be cancelled. 

	(Initials)
	

	
	In the event that I cannot be reached, I also hereby give my consent for emergency treatment for the above-named student according to the judgement of the attending licensed medical provider.

	(Initials)
	

	
	I understand that this consent will remain in effect indefinitely; and will be reviewed annually, until the above-named student is no longer enrolled in or graduates from the above-mentioned school or until the minor reaches legal consent age, and that that I have the right to revoke this consent at any time. 
Revocation must be in writing and presented to the SBHC or Sapphire Community Health’s primary Health Center and will not apply to treatment that has already been received as a result of my prior consent. As part of SCH, the SBHC requires thirty (30) days to process any such request.

	(Initials)
	


I hereby give my consent for treatment of the above-stated minor of whom I am the parent or legal guardian to Sapphire Community Health, Inc and confirm that the above information provided is correct. I understand that I am giving consent for routine treatment, or services, (including behavioral health services, chronic care management, and/or integrated behavioral health services), that are considered necessary or advisable for my dependent. I understand that I am asked to participate in my dependents care plans and that I have the right to refuse interventions, treatment, care, services, or medications to the extent that the law allows. I understand that the care my depended will receive may include tests, medications, injections, etc., that are based on established medical criteria, but not free of risk. 
By signing this, I acknowledge I have read and agree to this consent and that any questions I had were answered.
	
	
	

	Signature of Parent/Guardian
	
	Date 

	Printed Name:
	
	Relationship to Child:
	



Your child’s medical information will be treated with strict confidentiality in accordance with the Health Insurance Portability and Accountability Act (HIPAA), which requires Sapphire Community Health (SCH) and its School-Based Health Centers (SBHCs) to obtain your authorization for communications regarding your child’s care. Information obtained during SBHC visits is kept in the patient’s medical record and is not accessible to school personnel. The authorization below allows SCH/SBHC to discuss your child’s condition, care, treatment, appointment status, or other protected health information with school personnel, a spouse, family member, or other trusted adult. Otherwise, it is the parent/guardian’s responsibility to make sure the school is aware of any medications, allergies, restrictions, or medical conditions that may affect your child at school.
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