
CCMH MEDICAL CLINIC 

 

Consent to Allergy Treatments for Unaccompanied Minor 

 

PATIENTS NAME:______________________________ 

DOB:_____________________________ MEDICAL RECORD # ________________ 

 

I herby authorize the doctors of the CCMH Medical Clinics and such assistants as the 

doctors may designate to administer allergy treatments to the above-names minor at such 

intervals as are necessary for the minor’s health and best interests. The treatments may be 

administered whether or not such minor is alone or accompanied by another adult or me. 

 

In case the minor experiences a reaction to the authorized allergy treatments, I understand 

that you will make every effort reasonable under the circumstances to notify me of the 

situation and obtain my preferences. If such efforts to contact me are unsuccessful or if 

the situation requires action without delay, I authorize the above named Montevideo 

Clinic personnel to take such action as is medically necessary on the minor’s behalf. 

 

I understand that this consent will last for one year, unless I withdraw consent sooner in 

writing. If I withdraw consent, it will not affect actions already taken by Chippewa 

County. 

 

Date __________________    _________________________________________ 

Signature of Parent or Guardian Authorizing Treatment 

     

    ______________________ 

    Relationship to Minor 

     


