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University of Akron AUTHORIZATION FOR TREATMENT OF CHILD

Name of Child:

Child’s Birth Date:

Name of Consenting Parent/Legal Guardian:

Parent or legal guardian consent must be provided for treatment of a child (minor patient under the age
of 18). We understand there are times that it may not be possible for you to accompany your child to
each visit and it may be more convenient to have prior authorization for delivery of medical treatment
directly to a child without the parent or legal guardian being present. Therefore, the providers in this
office will accept the below authorization to treat your child for any visit. If you wish to authorize
treatment to your child when another adult brings your child in, this authorization must specify the name(s)
of the adult(s) over the age of 18 who is authorized to bring your child in for treatment.

Special Note about Preventive Care Visits and Immunizations
Preventive visits are an opportunity to provide education on your child's growth and development as
well as directly address all of your concerns. Important details about your child may not be available from
caregivers, adult siblings or grandparents. Also, during these preventive care visits, important vaccinations
are administered. It is vitally important that you understand the risks and benefit of each vaccine by
reviewing a vaccine information sheet for each vaccine given. We would PREFER that the parent or legal
guardian be present for preventive care visits. However, if thisis not possible, this authorization for
treatment may be used as well, for preventive care visits and administration of vaccinations.

AUTHORIZATION TO ALLOW OR NOT ALLOW PROVIDERS TO TREAT CHILD

WHEN NOT ACCOMPANIED BY ANY ADULT
(You Must check 1 of the boxes below)

D By checking this box, | DO authorize treatment of my child when my child is not accompanied to the
office by me or any of the adult(s) listed below. The providers may give any such treatment the providers
determine is appropriate for my child, including but not limited to preventive care visit, physical exam, re-
check, sick visit, diagnostic examination, immunizations and injections, X-rays, lab tests, and any
prescription of any medication deemed necessary at that time. The providers will not treat minors seeking
birth control without a parent or legal guardian present.

D By checking this box, | DO NOT authorize treatment of my child unless accompanied to the office by me
or any of the adult(s) listed below.



AUTHORIZATION TO ALLOW PROVIDERS TO TREAT CHILD
WHEN ACCOMPANIED BY BELOW LISTED ADULT(S)

(Complete this section only if you want another adult to be able to bring your child in for treatment)

| give the office authorization to treat my child for any such treatment the providers determine is
appropriate for my child, including but not limited to preventive care visit, physical exam, re-check, sick
visit, diagnostic examination, immunizations and injections, X-rays, lab tests, and any prescription of any
medication deemed necessary when brought to the office by the following adult(s):

(Print Name of adult) (Print Relationship to child)
(Print Name of adult) (Print Relationship to child)
(Print Name of adult) (Print Relationship to child)

Since the adult(s) named above are involved in my child’s health care, | further authorize that the
providers can give and discuss with the adult(s) protected health information (PHI) about my child
and understand that the adult(s) listed above will be responsible for conveying any such PHI given by
or discussed with the providers to me. | further authorize the release of PHI to the adult(s) named above
concerning treatment of drug or alcohol abuse, drug-related conditions, alcoholism, and/or psychiatric/
psychological condition and/or psychiatric/mental health treatment and/or HIV related conditions if any
such information is contained in my child’s medical record.

This authorization is in effectfor a period of one year from the date signed below unless revoked
sooner.

(Signature of Parent/legal guardian) (Date)

REVOCATION OF AUTHORIZATION

| agree that if at any time, | no longer want the providers to communicate with the adult(s) named above,
or no longer want this authorization to be effective, | will immediately notify the office in writing by sending
a letter to the address of: The University of Akron Student Health Services, Student Recreation and
Wellness Center, Suite 260, Akron, Ohio 44325-1101. The revocation will be effective 5 business days after
receipt to allow time for processing. The revocation will be deemed a revocation of this authorization in its
entirety. | understand that if | want to allow for any future authorization for treatment of my child, | will
have to complete and sign a new authorization.

Any questions regarding this process, please call Student Health Services at 330-972-6577, or send an e-mail
to Patti Asbury at pasbury@uakron.edu.
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