
PrePlaceScreen_ParentalConsentEvalTreat  10/23/2017 

 
 

OCCUPATIONAL HEALTH SERVICES 
75 Francis Street 

Boston, MA 02115 
Mid Campus Ground Pike tel. 617.732.8501 

fax 1.617.264.6881 
Neville House Clinic tel. 617.732.6034  

fax 1.617. 975.0808 

 

Consent to Evaluate and Treat a Minor 
 

 

I am the parent or legal guardian of _________________________________________ and as such 

I authorize the Partners Occupational Health Service to provide medical care to my child for the 

evaluation and treatment of minor injuries.  I understand this care may include diagnostic 

examinations (including radiological and laboratory testing), physical or occupational therapy, 

and/or administration or provision of medications as indicated for my child’s medical condition. 

 

By signing this form I acknowledge that I have read and understand this consent and that any 

questions I had were answered by a Nurse Practitioner in the Partners Occupational Health Service.   

 
 
_________________________________________ 
                                         PRINT YOUR NAME 

 
 
_________________________________________                         Date:           /          / 
                                     PARENTAL SIGNATURE 

 
My consent is effective from        /            /         to        /            /                
 
 
Please provide contact information so we can keep in touch with you and update you regarding your 
child: 
 
Home Phone      (               )            - 
 
Cell Phone         (               )             - 
 
Business Phone  (               )           - 
 
Email Address:                    
 




