
 

Parental Consent to Treat a Minor 
 

The purpose of this form is to verify that a parent or guardian has given appropriate permission for treatment 
of a minor. 
 

 

 

 

Written Permission 

I, ____________________________________ (parent or guardian name) do hereby give my permission for treatment 

to ______________________________ (minor name) for the following date ______________________________.  

I understand that I am permitting the administration of the flu vaccine.  

 

 

__________________________________________  ______________________________________ 
Signature        Signee Relationship 
 
___________________________________ 
Date         
 

 

 

 
 
 
 
Madison County Health Care System complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Language assistance 

services, free of charge, are available to you. 

Atención: Sistema de salud del Condado de Madison cumple con las leyes federales de derechos civiles y no discrimina por raza, color, origen nacional, edad, discapacidad o sexo. Si usted habla a español, 

servicios de asistencia de idioma, de forma gratuita, están disponibles para usted. 

Attention : Madison County Health Care System est conforme aux lois de droits civiques fédéraux applicables et ne fait aucune discrimination sur la base de la race, couleur, origine nationale, âge, handicap 

ou le sexe. Si vous parlez espagnol, langue assistance, des services gratuits, sont à votre disposition 

 

Madison County Memorial Hospital 
300 W. Hutchings Street • Winterset, Iowa 50273  

P 515-462-2373 • F 515-462-5132 
 

Health Trust Physicians Clinic 
300 W. Hutchings Street • Winterset, Iowa 50273   

P 515-462-2950 • F 515-462-5105 
 

Earlham Medical Clinic 
125 W. 1st Street • Earlham, Iowa 50072  

 P 515-758-2907 • F 515-758-2892 
 

 


