
MUST BE COMPLETED FOR UNACCOMPANIED MINORS
lf Parent/Guardian will be on the trip - no need to complete this

2019-20 Providence fot Hood Meadows Mountain Clinic Consent to Treat
Providence Health & Services - Oregon dba Providence Hood River Memorial Hospital Mountain Clinic {"Providence"} is a medical
first aid clinic located at Mt. Hood Meadows Ski Resort that provides emergency response and immediate care. For serious injuries
or illnesses, clinic staff will stabilize and transfer patients to an appropriate medical facility.

ln case of injury or illness requiring medical lntervention, every effort will be made to notify pareht/guardian. ln the event that this
is not possible, compieting and signing the below form authorizes Providence to provide medical treatment to your child. Please

note, that in the case of an emergency sltuation, parental consent is not needed to provide emergency medical treatment to a minor
child.

I cc'nsent for nry minor child to receive health care services provided by Providence and I affirrn that I have the right to consent as the
parent or legal guardian of the nrinor child listed below.

I authorize Providence and their staff to comrnunicate with my minor child's healthrare providers about healthcare services rendered t:y
Providence.

I accept financial responsibility for all treatment provided. The balance is due 30 days from the billing date. lf I need financial assistance
or wish to establish a payment plan I can contact a Providencefinancial representative.

I authorize Providence to bill rny rninor child's health insurance provider for healthcare seruices rendered at Provrdence.
IV'ledicare and Medicaid enrollees: I request payment of authorized Medicare or Medicaid benefits be made on rny minor child's behalf
for any services furnished to nry minor child bv Providence.

I anr aware that Providence has teaching facilities and that a student may be involved in mycare

Parent/guardianname:Parent/guardiansignature

Last name First name Date of birth I Gender

Home address Apartment or building number

City State Zip code

Home phone Student/participant cell phone Group organizer/group name I organizer phone

PARENTIGUARDTAN TNFORMATT0N
Last name First name Date of birth Relationship to studentlparticipant

Parent phone {Best contact number} Parent alternate phone Parent email address

Name Phone Relationship to student/participant

Medical provider name/phone Dentistname/phone I Dateoflasttetanusshot

Allergies (lncluding medication allergies) Current medications

Health history {Chronic or existing diseases or medical problems - i.e, asthma or diabetes)

FINANCIAI. INFORMATION
lnsurarce cornpany name lnsuranee subscriber lD number Group/plan number

subscrlber name Relationship to patient Subscriber date of birth

Please initial below (All boxes must be initialed and form signed for non-emergent services to be performed):

Student/participant rr ame: Date:

STUDENTIPARTICIPANT INFORMATION

EMER6ENCY CONTACT INFORMATION

MEDICAL INFORMATION


