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Consent to Treat Minor When Parent/Legal Guardian Is Not Present/Consent to Treat at Wolves Clinic
Patient Name: __________________________________________ Date of Birth: ______________________

Purpose of This Consent
This form authorizes Open Cities Health Center (OCHC) to evaluate and treat your child when you cannot be present in person. It also outlines how information may be shared, how consent will be obtained, and your responsibilities during the visit.
Consent for Medical Care
I authorize the providers and staff at Open Cities Health Center to:
· Evaluate and treat my child for routine, urgent, or follow-up medical care when I am not present.
· Contact me by phone for verbal consent before giving any vaccines, procedures, or treatments that go beyond routine care.
· Share visit information, diagnoses, test results, and follow-up plans with me via phone or patient portal.
This consent does not authorize:
· Surgery, sedation, or other major medical procedures
· Immunizations or controlled substances without prior phone approval
Parent/Guardian Availability
I agree to:
· Remain reachable by phone during my child’s appointment
· Provide verbal consent as needed
If the clinic is unable to reach me, non-urgent care may be delayed until I can be contacted.
Additionally, if being seen at a school-based clinic, by signing this form you agree that:
· This student has your permission to receive services offered by Open Cities Health Center School Based Clinics Program.
· The corresponding school may give information about the student’s class schedule, daily attendance, and immunizations to the Open Cities Health Center School Based Clinics Program.
· Open Cities Health Center may use student health records to evaluate quality of care and program effectiveness.
· You have read and understood the services provided by the Open Cities Health Center School Based Clinics Program.
· You give permission to bill your health insurance carrier or medical assistance for medical services received. This would also apply if you do not currently have insurance and get it later.
· You give permission to the School Based Clinics Program and the corresponding school to coordinate care for your student when medically necessary.

Duration of Consent
This consent remains in effect for one year from the date signed unless revoked in writing.
Signatures
Parent/Guardian Full Name: _______________________________________ Date: _____________________
Parent/Guardian Signature: ________________________________________
*Minnesota law allows minors to seek medical treatment under certain circumstances without parental consent. This includes emergency mental health care, pregnancy testing and counseling, contraceptive exam and prescriptions, and sexually transmitted infection diagnosis, treatment, and education*
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