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Now we have two vans with 2,700 patient visits per
year and 51 partner school sites









Unaccompanied Minor
Consent

Q Conse nt deVeIOpEd Mobile Care Chicago
MOBILE

fO r p ati e n tS to b e IZONSENT TO MEDICAL SERVICES FOR THE UNACCOMPANIED MINOR
seen without parent e —— S

voluntarily give consent to the rendering of medical care by Mobile Care Chicago’s (MCC)

physicians/nurse practitioners and authorized designees, without my presence, as may in their
r e S e I I professional judgement be necessary to provide for the care of my child, as specified in the MCC
“Consent to Medical Services” | signed on . (attached)

# | agree that on the day my child will be seen, unaccompanied by me, | will be available by phone

]
to discuss the current status of my child’s care.
Q O n S e n r eV I eWe | also agree to the use of videoconferencing to participate in the full visit remotely if | am not
able to physically accompany my child. MCC has my permission to remove my child from school
without my presence for the purpose of the visit if videoconferencing is prearranged.

Ll Ll
a n d S I n e d d l | r I n By signing below | give my consent and authorization to MCC to provide him/her with MCC’s services
consistent with my consents. | understand that this consent will remain in effect until | provide MCC

written notice indicating the termination or withdrawal of my consent.

face -to-face visit -prior S

Parent/Guardian Name (signature) Date Signed

to virtual visit takin
V I r V I I I g The undersigned has explained the various sections of this and attached Consent to this
Parent/Guardian, including the nature and purpose of the described tests and treatments and the risks

that are involved. | have answered all questions to the best of my ability.

Y S A—
‘Witness (Signature) Date Signed

AB 8/18




HIPAA & Telehealth

Iunderstand that as part of this organization’s treatment, payment, or health care
operations, it may become necessary to disclose my protected health information to
another entity, and I consent to such disclosure for these permitted uses, including
disclosures via fax.

I fully understand and accept/decline the terms of this consent.

Parent’s Signature

FFICE USE ONLY
} Consent received by on
} Consent refused by patient, and treatment refused as permitted.
} Consent added to the patient’s medical record on




