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CONSENT FORM FOR PATIENT WHO IS 18 YEARS OLD

AUTHORIZATION FOR THE PARENT TO RECEIVE MEDICAL INFORMATION

PATIENT'S NAME: DOB:

I give my parent(s)/guardian(s)/the person(s) listed below, my permission to receive
any/all medial information pertaining to me.

Name of parent/quardian/other Phone number Relationship to patient

Name of parent/guardian/other Phone number Relationship to patient

E] I Accept. By selecting the "I Accept" button and typing your name below, you are signing this Agreement electronically.

Signature of patient Today's date

This form can be signed electronically by selecting the "I Accept" box above and typing

your nhame on the signature line or you can print and sign the form manually. The completed

form can be mailed, faxed, sent through patient portal or brought to the office.

Consent Over 18 AUTHORIZATION/REVISED 06-07-2021
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