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Advanced Consent for Treatment of a Minor 
 
Please complete this form if you are sending your child to their medical or dental visit with a non-guardian adult 
or by themselves.  This permission form allows Jefferson Healthcare to provide care even if you are not present.  
This form does not apply to the first visit at Jefferson Healthcare.  This form may be valid for up to 1 year.  You 
may cancel it any time with a written request.   
 
This permission is for my child:  ____________________________________ Date of birth: _____________ 
 
I authorize this adult: ______________________________________(name, relationship) to make decisions and 
consent to medical or dental treatment at Jefferson Healthcare if I (we) are not available to accompany the 
child.  
 
I authorize my child  minor to seek and consent to treatment with NO adult present at Jefferson Healthcare.  
____Yes _____No 

 
Consent may include, but is not limited to: 

• medical treatment 

• administration of necessary anesthetics 

• tests and imaging examinations 

• transfusions 

• injections  

• dental treatments 

• medication and drugs 

• vaccines  

• any additional operations may be deemed necessary or advisable by the provider.  
 

Please list any medical treatment or procedure you do NOT want included on this consent:  
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 

 
Please list any allergies or chronic conditions your child has 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 

 
___________________________________________________________________________________________ 
 
You do not need to sign this form for some care.  A minor may consent for the following reasons without 
parent/guardian consent.  RCW 9.02.100, RCW 70.24.110, and RCW 71.34.530 
 

• Drug and alcohol treatment (13 and over) 

• Mental health (13 and over) 

• Sexually transmitted infection treatment (14 and over)  

• Birth control, pregnancy, abortion (any age) 

https://jeffersonhealthcare.policystat.com/policy/10606849/latest
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 • Emergency treatment (Any age while the hospital tries to reach the guardian) 

 
 

 
Please initial the below to indicate understanding:  

 
______  I take responsibility for all charges related to this care.   
______  I will send insurance card and co-pay (if applicable) to the appointment.   
______  I am best reached at the telephone numbers below. 
 
 
Printed parent/guardian name:  ________________________________________________________ 
 
Signature of Parent or Guardian:____________________________________ Date:________________  
 
Printed witness name:  ________________________________________________________________ 
 
Signature witness:_______________________________________________ Date:________________   

 
 

Parent/guardian information: 

Name :__________________________________________________________ 
 
Address:_______________________________________________ 
 
City__________________________________ State_____________________ Zip_________________ 
 
Best phone:(________)_________________________  
 

 

https://jeffersonhealthcare.policystat.com/policy/10606849/latest

