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HEALTH SERVICES
PARENTAL CONSENT FOR MEDICAL TREATMENT OF A MINOR

NEW YORK STATE LAW REQUIRES PARENTAL CONSENT FOR THE MEDICAL TREATMENT OF A PERSON UNDER 18 YEARS OF AGE.
I HEREBY GIVE CONSENT FOR HEALTH SERVICES AND ITS’ DESIGNEES TO PROVIDE MEDICAL TREATMENT TO MY SON/DAUGHTER.  
______________________________                          ______________________

Name of Student (Please Print)


  Student M#


______________________________                          ______________________

Parent / Guardian signature                                          Date signed
I AUTHORIZE HEALTH SERVICES AND ITS’ DESIGNEES TO ADMINISTER THE FOLLOWING IMMUNIZATIONS / TESTS TO MY SON/DAUGHTER.
______________________________                          ______________________
Name of Student (Please Print)          

              Student M#
            Td or Tdap (Tetanus diphtheria pertussis) vaccine    

_____


Tuberculin skin test (PPD)




_____


Measles Mumps & Rubella vaccine (MMR)


_____


Influenza vaccine





_____

______________________________                          ______________________
Parent / Guardian signature



  Date signed
Monroe Community College Health Services, 1000 East Henrietta Rd., Rochester, NY  14623. 
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