CALIFORNIA STATE UNIVERSITY, NORTHRIDGE

STUDENT HEALTH CENTER

18111 Nordhoff Street

Northridge, California 91330

Authorization to Consent to Medical Treatment of Minors


The undersigned parent or guardian of_____________________________________ 

who is _______ years old, hereby authorize the medical staff of the Student Health Center at California State University, Northridge, as agents for the undersigned to consent to any diagnostic procedure (including x-rays), to the administration of any medical treatment, or to any hospital care when any or all of the foregoing is deemed advisable by, and is to be rendered under the general supervision of any physician and surgeon licensed under the provisions of the Medical Practices Act.
This authorization is given in advance of any specific diagnosis, treatment or medical care being required, and pursuant to the provisions of Section 25.8 of California Civil Code.
Date__________________ Signature________________________________________________________
                                                                                           (Parent or Gaurdian)

Full Name of Child ______________________________________________________________________
                                                     (Last)                                                           (First)

Address_______________________________________________________________________________

Telephone where Parent or Guardian may be reached:

Mother/Guardian:


Home: (          )________________________ Business: (          )___________________________

Father/Guardian


Home: (          )________________________ Business: (          )___________________________

Child’s Birth Date:_________________________

Allergies to Medication of Foods:___________________________________________________________

Any Special Medications or Pertinent Information______________________________________________

______________________________________________________________________________________

Name of Physician:__________________________________ Phone: (          )_______________________
