EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER

EMERGENCY MEDICAL TREATMENT OF MINOR 

CONSENT AND RELEASE

I acknowledge that my consent to medical treatment provided herein shall remain valid until revoked by me in writing to Edwin Fair Community Mental Health Center, Inc.  A photocopy of this form shall have the same force and effect as the original.  

Parent/Legal Guardian/Legal Custodian




Date

Address: 














Phone(s): 














Witness








Date

MINOR’S MEDICAL INFORMATION

(TO BE COMPLETED BY PARENT / LEGAL GUARDIAN / LEGAL CUSTODIAN)

Minor’s Name: 







Chart#




Date of Birth: 













Physician: 








Phone #: 




Allergies: 














Current Medications: 













Date of Last Tetanus Shot: 











Medical History: 
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