
 
 
 
 
 
 
 
 

 

Medical Consent for Treatment 
 

I, , DOB: hereby authorize Community Health 
Connections Providers to administer medical treatment, and /or medical procedures as recommended by my medical 
providers after discussion with me.  I authorize the exchange of my medical information to the Community Health 
Connections Behavioral Health and Dental departments as needed for coordination of my care.  I understand that 
Behavioral Health services are integrated into Medical Care and may be included in my care plan.  I authorize 
Community Health Connections to release any necessary information including the diagnosis and records of treatment 
or examination rendered to me during my care to third party payors and/or health practitioners.  I authorize and request 
my insurance company to pay Community Health Connections directly for my care. 

 

Signature:    Date:    

 

Witness:    Date:    

 

(Minor Patients) 
 

I,  , (Parent/Legal Guardian) of    
DOB: hereby authorize Community Health Connections Providers to administer medical 
treatment, and /or medical procedures as recommended by my child’s medical providers after discussion with me (or 
their other parent/legal guardian). I authorize the exchange of my child’s medical information to the Community Health 
Connections Behavioral Health and Dental departments as needed for coordination of my child’s care.  I understand 
that Behavioral Health services are integrated into Medical Care and may be included in my child’s care plan.  I 
authorize Community Health Connections to release any necessary information about my child, including the diagnosis 
and records of treatment or examination rendered to him/her during his/her care to third party payors and/or health 
practitioners.  I authorize and request my child’s insurance company to pay Community Health Connections directly for 
his/her care. 

 
The following people are authorized to consent for my child’s care: 

 
Name_ Relationship   

 

Name_ Relationship   
 

Name_ Relationship   
 

Signature: Date:    
 

Witness:    Date:    
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