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describes the types of uses and disclosures of your child’s protective health information that might 

hild’s protected health information.    I understand that PATHS School

, a division of Piedmont Access to Health Services, Inc., may use and /or disclose your child’s personal 

child’s insurance for services provided.  
remains in effect for the duration of my child’s enrollment at



 
 
 
 
Name: ______________________________  Date of Birth: ___________________  
 

Permission to evaluate and treat a minor without a parent/guardian present 
 
I ________________________ (parent/guardian) give permission for my child ___________________ 
(child) to attend his/her apt with the following people. This includes bringing the child into the office of 
PATHS, providing a history of present illness, disclosing protected health information, and witnessing 
any physical exam completed by the provider. This adult has the responsibility to relay any diagnosis, 
treatment plan or prescription(s) to the parent or legal guardian mentioned above.  
 
Please note that this consent gives PATHS permission to evaluate and treat my child, which could 
include, but is not limited to vaccines, breathing treatments, in-office medications, labs (blood work) 
etc._____ (initial)  
 
I fully understand that by signing this, I am providing PATHS with permission to evaluate and treat my 
child, as the provider deems necessary.  
 
 

Adult Phone Number Relationship to Patient 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

Health Record Release Authorization (HIPAA) 
 
 I authorize disclosures of my health information, relevant to current treatment and to VERBALLY 
discuss medical and billing information about me/patient to the following people: 
 

Adult Phone Number Relationship to Patient 
 
 

  

 
 

  

 
 

  

 
 

  

 
 
 _____________________________      ___________       ________________________  
      Signature of parent/guardian                 Date                   Relationship to patient  
 

Please provide us with a phone number to reach you should we have any questions 
 

_________________________ 



 
PATIENT MEDICAL INFORMATION 

 

Name: ________________________________________  DOB: ______________ 

List of Current Medications: 

Name of Medication Dosage/Strength Taken How Often Prescriber 
    
    
    
    
    
    

 

List of all Allergies (Medication and other): 

 
 
 
 
 
 

 

Medical Diagnosis/Health History: 

 
 
 
 
 
 

 

Surgeries: 
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