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Minor Consent Form for Health Services 
 
 

Clinic Visit Date:            Check-in Time: 
____________________________________________________________________________________________________________ 

 

Minor Student’s Name _______________________________ 
 
Date of Birth _______________________      Age __________ 
 
Phone ______________________________    Email _________________________ 
 
____________________________________________________________________________________________________________ 
_________ _______ _______ ______ _______ _______ ______ _______ _______ ______ _______ ______ _______ _______ ______ ______ -------------------------------------------------------------------------------------------- ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------  

 
TELEPHONE CONSENT:  
 
Parent/Guardian (name and relationship): 
____________________________________________________________________,  
consents to the assessment and treatment of their son/daughter per the protocols of 
Aurora University Health Services on this date. 
 
___________________________________  Date ______________________ 
(RN Signature) 
 
Parent/Guardian Phone Number: ____________________________ 
 
Signature of parent/guardian, if present at visit: 
 
___________________________________ 
 


