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Kinship Declaration 
 

Kinship Caregiver’s Declaration of Responsibility for a  
Minor’s Healthcare  

RCW 7.70.065 
I Declare That: 
Minor’s Information: 
1. I consent to health care for the child: _________________________________ 

 (print name of the child ) 

 
2. The child’s date of birth is:_____________________ 
 
Caregivers Information: 
 
3. My name is:__________________________________ (print your name) 

 
4. My home address is:________________________________________________ 

 

_________________________________________________________________                             
City       State    Zip 

5. I am 18 years of age or older and I am a relative responsible for the healthcare of the 
minor. 

6. My date of birth is :_____________________ 
 

7. I am the _________________________________________ of the minor. 
(print your relationship to the child, e.g.grandparent, aunt/uncle, etc.) 

I declare under penalty of perjury under the laws of the State of Washington that the above is 
true and correct. 
Date:________________________ City and State: Port Townsend, WA  
 
Signature of Caregiver:_______________________________________________________ 
*This Declaration is ONLY valid for six months from date listed here. 
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