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	Counseling and Health Center
2420 Nicolet Drive SS 1400
Green Bay, WI  54311-7001
Phone (920) 465-2380
Fax (920) 465-2708
	
	NAME:  ____________________________________

	
	
	
	D.O.B.:   _________
	AGE:   ____
	DATE:________

	
	
	
	GENDER:
	[bookmark: Check5]   |_|M  
	|_|F
	|_| Self Identified




TO THE PARENT(S) OR LEGAL GUARDIAN(S)

If your son, daughter, or ward will be under the age of 18 years when entering the University of Wisconsin-Green Bay, it is our policy whenever possible to secure your consent for medical treatment. By signing the consent form below you will give your consent in advance to routine medical treatment of common health problems which arise among students, including the diagnosis, care and treatment of minor medical, emotional, and physical health problems. In the event of any major health problem, whenever practical, specific permission will be obtained from you and we will be guided by your wishes before proceeding. In the event of a serious emergency, however, we will follow sound medical judgment and the wishes of the student and at the same time make reasonable efforts to fully inform you and to obtain your express permission.

Please note that by law, contraceptive care and treatment of sexually transmitted infections do not require parental consent.

Complete and return to this page to University of Wisconsin –Green Bay Counseling and Health Center.

CONSENT FOR EVALUATION AND TREATMENT OF MINOR

I do hereby authorize the performance of medical and psychiatric examinations and the use or administration of
such diagnostic tests and x-rays, medication, immunizations, and other treatments including minor surgical procedures such as incision or superficial abscesses or boils, suturing of lacerations, and non-operative reduction and immobilization of fractures and dislocations, but excluding major surgical procedures, as may be deemed advisable or necessary by the physician on the staff of the University of Wisconsin-Green Bay Counseling and Health Center, or by any other physician whose advice and assistance is requested and approved by the physician on the staff of the University of Wisconsin-Green Bay Counseling and Health Center, for or upon my minor who is named below. I also consent to emergency treatment for major medical problems, including surgery, where my minor consent and reasonable efforts are made to obtain my express permission. This consent shall be in effect for the period during which my minor is enrolled as a student at the University of Wisconsin-Green Bay.


_________________________________________________________________________________________
Print Name of Minor               

_____________________________________	____________________________    _________________
Print Name Parent or Guardian 			Address				Phone

_____________________________________	____________________________    _________________
Signature of Parent or Guardian			Relationship                      		Date

_____________________________________	____________________________    _________________
Print Name of Witness				Signature of Witness                    	Date
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