
I, _______________________________________, am the parent/legal guardian of:

Minor’s Full Name: ___________________________________________________  

Date of Birth: _________________________

I authorize my child to receive medical treatment without my presence. 
This includes, but is not limited to:

PARENTAL CONSENT FOR MINOR’S MEDICAL TREATMENT
WITHOUT PARENT PRESENT

☐ For a single visit on this date: ____________________

☐ From (start date) ____________________

     to (end date) _______________________

☐ Until revoked in writing

I understand that in the event of an emergency, reasonable efforts will be made to 
contact me before treatment is provided. However, I authorize the healthcare provider 
to proceed with any necessary emergency treatment in my absence.
I acknowledge that minors by law can consent for certain services. 

Parent/Guardian Name: _______________________________

Signature: ___________________________________Date: ____________________

Phone Number(s): ___________________________________

Email (optional): _____________________________________

Emergency Contact (optional): __________________________

Relationship: __________________ Phone: _______________

• Routine medical examinations
• Preventive care (e.g., physicals, immunizations)
• Treatment of minor illnesses or injuries
• Diagnostic testing (e.g., bloodwork, x-rays)

This authorization is valid:
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VENICE FAMILY CLINIC – GENERAL CLINICAL CONSENT

Before you give your consent, be sure you understand the information given below.  If you have any questions, we will 
be happy to talk about them with you.  You may ask for a copy of this form.

I understand that I must tell the staff if language interpreter services are necessary to my understanding of the written or spoken 
information given during my health care visits.  I understand that free interpretive services will be provided if needed.

Consent for Treatment: I request Venice Family Clinic (VFC) to provide me with health care services, including but not limited to 
medical care, dental care, behavioral health care and substance use services.  I will be given information about the test(s), 
treatment(s), procedure(s), and medication(s) to be provided, including the benefits, risks, possible problems/complications, and 
alternate choices.  I understand that I should ask questions about anything I do not understand. 
I understand the VFC strives to provide integrated care, which ensures all members of my care team have access to important health 
information needed for my care. I understand that family planning services are provided on a voluntary basis and receipt of these 
services does not condition receiving of any other services offered. 
I hereby request that a person authorized by VFC provide appropriate evaluation, testing, and treatment. I will be given referrals for 
further diagnosis or treatment if necessary.  I understand that if referral is needed, I will assume responsibility for obtaining and 
paying for this care.  

Confidentiality agreement for group: Because group visits involve patients disclosing private medical and social information, all 
participants in a group visit – including the patient and any accompanying family members/friend – must agree to respect the 
privacy of ALL participants and keep their information confidential. 
By signing this consent, I assume the responsibility for keeping all information confidential if I participate in shared medical visits/ 
groups.

Release of Information:  I understand that confidentiality will be maintained as described in Notice of Health Information Privacy 
Practices.  I consent to the use and disclosure of my health information as described in Notice of Health Information Privacy 
Practices.  I understand that all services are confidential.  However, in cases of life threatening emergencies and physical or sexual 
abuse, we may need to make a referral to another agency.

Assignment of Insurance Benefit: I hereby authorize payment directly to VFC of benefits otherwise payable to me but not to exceed 
VFC’s regular charges for this service.  I understand that I am financially responsible to VFC for any charges not covered by my 
insurance.

Financial Agreement:  I agree to pay all charges that are not payable by insurance or third party.  I have been notified of the Sliding 
Fee Discount Program.

Statement to Permit Payment of Medicare Insurance Benefits to VFC: I certify that the information given by me in applying for 
payment under Title XVIII of the Social Security Act is correct.  I authorize release of any information needed to act on this request.  I 
request that payment of authorized benefits be made on my behalf.

Acceptance of Responsibility for Co-Payments: I understand that I am responsible for any health insurance deductibles or co-
payments, including a twenty percent (20%) co-payment for authorized services covered by Medicare.

The undersigned certifies that I read and understood the information above and authorize services by VFC as the patient or as the 
patient’s general agent and accepts its terms.
_____________________________________________________
Print Name

_____________________________________________ ___________________
Signature of Patient or Legal Guardian Date Signed

_____________________________________________ ___________________
Witness (staff) Date Signed


