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Consent to Treat Patient without Parent/Legal Guardian Present for 
Dental and/or Medical Services 

 Authorization:
I have the legal right to preauthorize Katy Trail Community Health and its personnel to deliver the below indiciated services to my
child. These services may include, but are not limited to dental examination, prophylaxis (cleaning), fluoride application, oral x-rays,
and treatment planning as recommended.

I ________________________________________________________ (print parent/legal guardian name), request and authorize
Katy Trail Trail Community Health and its personnel to deliver the indicated services to the child named below as may be deemed
necessary or advisable in the diagnosis and treatment of the minor child.

Child's Name: ____________________________________________________ Child’s birthdate:_____________________________

 Services that may be delivered:

I agree to my child receiving the below school based services while they are in school, without me present:

_________ Dental Services
(Initial)

 Limitations:
Identify any specific limitations on the types of services/treatment for which this authorization is given:

___________________________________________________________________________________________

___________________________________________________________________________________________ 

 Communication:

______ By initialing here, I give permission for the KTCH dental/medical provider providing services to
my child, to communicate with the school personnel regarding the treatment or services relevant to their
needs, if necessary. This communication consent will expire one year from the date of signature below unless
indiciated otherwise. You understand that you can contact the clinic at any time to revoke this
acknowledgement prior to that date.

SIGNATURE: ___________________________________________________ DATE: __________________________ 

PRINTED NAME: ____________________________________ Relationship to Patient: ________________________ 
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REQUIRED HEALTH HISTORY INFORMATION  
FOR SERVICES 

PATIENT NAME: _______________________________ DOB: ______________ Today’s Date______________ 

Primary Medical Provider: _______________________________________________ Last Visit: _________________________________ 
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