
University Health Services 
100  W. Dean Keeton St., Austin, TX 78712

Student Services Building (SSB) 
512-471-4955, Monday-Friday, 8 a.m.-5 p.m.

healthyhorns
University Health Services

Parent/Guardian Consent 
for Treatment of a Minor

Student Information:

	 student name	 	 	 date of birth	 	

	 phone number	 	 	 uteid	 	

Parent/Legal Guardian Consent

I, the undersigned, as the parent or legal guardian of                                               (a minor) hereby 
authorize and consent for any medical care provided at University Health Services that is considered necessary or appropriate, 
including diagnostic, medical, therapeutic, surgical and/or anesthetic care. 

•	 I understand that healthcare at UHS is provided by physicians, nurse practitioners, physician assistants, integrated health 
counselors, physical therapists, registered dietitians and other professional staff.

•	 I have read and acknowledge each section and have initialed pages 2-4.

•	 This consent remains in effect unless revoked in writing and/or until the patient reaches age 18.

	 	 	
parent/guardian signature		  date

	
parent/guardian name

Relationship to the patient: 

       Parent

       Guardian

       Other (specify): 	
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PARENT/GUARDIAN CONSENT FOR TREATMENT OF A MINOR
Please read each section carefully, check each acknowledgment and initial the bottom right corner of each page.

SECTION I
General Consent:
•	 I authorize and consent to any healthcare provided at University Health Services (UHS) that is considered necessary or 

appropriate, including diagnostic, medical, therapeutic, surgical and/or anesthetic care.
•	 I understand that healthcare at UHS is provided by physicians, nurse practitioners, physician assistants, integrated health 

counselors, physical therapists, registered dietitians and other professional staff.
•	 This consent remains in effect unless revoked by me or until the patient reaches age 18.

	 	 I acknowledge SECTION I, General Consent.

SECTION II
Telehealth Consent:
•	 I understand that participation in a telehealth visit is voluntary and begins when the visit is scheduled.
•	 I consent on behalf of the patient to participate in a telehealth visit.
•	 I understand that the student must be physically in the State of Texas during the visit and that the visit is not the same as an 

in-person visit. They may be recommended to have an in-person evaluation. I can request that records be sent to an outside 
provider. Technological issues may occur, and individuals other than the healthcare provider may be present to assist with IT 
equipment.

	 	 I acknowledge SECTION II, Telehealth Consent.

SECTION III
Photography:
•	 I understand that UHS healthcare workers may request to take photographs of parts of the student’s body for diagnostic and 

treatment purposes.
•	 I understand that I may decline photographs at any visit.
•	 I understand that photographs become part of the student’s health record.

	 	 I acknowledge SECTION III, Photography.

SECTION IV
Communication:
•	 I understand that UHS staff may need to communicate with the patient and me.
•	 Communication methods include secure messaging through the MyUHS/CMHC portal and calls or texts.

	 	 I acknowledge SECTION IV, Communication.

SECTION V
University Health Services and Counseling and Mental Health Center (CMHC) Collaboration:
•	 I understand that UHS and the Counseling and Mental Health Center (CMHC) work together and share records to support 

patient care.
•	 The same electronic health record is used by both UHS and CMHC; therefore, patient records are available to all healthcare 

providers within UHS and all clinicians within CMHC who have a need to access them. 
•	 Appointment information is viewable by schedulers in both UHS and CMHC. 
•	 This information sharing supports patient safety and continuity of care.

	 	 I acknowledge SECTION V, UHS and CMHC Collaboration.

Continue on the next page.        signee initials
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SECTION VI
Teaching Facility:
•	 I understand that UHS is part of an academic institution and that students from various programs may participate in the 

patient’s care.
•	 I consent to allow nursing students, medical students, residents and other authorized individuals to observe care as determined 

by the treating provider.

	 	 I acknowledge SECTION VI, Teaching Facility.

SECTION VII
Clinic Volunteers:
•	 I understand that, on occasion, a student volunteer may have a role in the patient’s visit at UHS, and that I may request that the 

volunteer not participate or observe during the visit.

	 	 I acknowledge SECTION VII, Clinic Volunteers.

SECTION VIII
Patient Rights and Responsibilities:
•	 I understand that the patient has rights and responsibilities when receiving care at UHS, which are available on the UHS website 

and in UHS waiting rooms. 
•	 I understand that my rights include making decisions about the patient’s care and requesting a UHS healthcare provider of my 

choice, as well as a second opinion or referral. 
•	 I understand that the responsibilities of the patient and me include providing complete and accurate health information, 

including medications and allergies, and treating all healthcare professionals, staff and other patients with respect.

	 	 I acknowledge SECTION VIII, Patient Rights and Responsibilities.

SECTION IX
Financial Responsibility:
•	 I understand that charges are associated with visits and services at UHS and that the patient and/or I are financially responsible, 

whether covered by insurance or not.
•	 I understand there are charges for missed appointments and late cancellations.
•	 I understand that it is the responsibility of the patient and/or me to provide current and accurate insurance information and 

communicate any changes to UHS.
•	 I authorize UHS to submit a claim (send a bill) to my insurance company for services rendered.
•	 I understand that if I do not want UHS to submit a claim to my insurance company, the patient or I must notify UHS at the time 

of the visit and pay all charges in full at that time.
•	 I understand that it is the responsibility of the patient and me to understand the details of insurance coverage.
•	 I understand that I can find the most current UHS Charges Policy on the UHS website.

	 	 I acknowledge SECTION IX, Financial Responsibility.

SECTION X
Testing After Accidental Exposure:
•	 I understand that Texas law allows the facility to test a patient’s blood or other bodily fluid for communicable diseases if a 

healthcare worker is exposed.
•	 I understand that such testing is necessary to protect those providing healthcare, and I consent on behalf of the student to this 

testing in the event of accidental exposure by a UHS healthcare worker to the student’s blood or bodily fluid.

	 	 I acknowledge SECTION X, Testing After Accidental Exposure.

       signee initials
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SECTION XI
Privacy Practices:
•	 I understand that UHS stores the patient’s protected health information (PHI) in an electronic health record. Most information in 

the electronic health record, including lab results, radiology reports and visit notes, can be accessed through the MyUHS/CMHC 
portal using the student’s UT EID and password. Anyone with access to the student’s UT EID and password will have access to 
their PHI on the portal. 

•	 I understand that UHS may release the patient’s healthcare information to outside providers for continuity of care, to my 
insurance company for payment purposes and for other purposes as permitted by law. 

•	 I acknowledge that I have access to the most current UHS Notice of Privacy Practices on the UHS website and can request a 
paper copy.

	 	 I acknowledge SECTION XI, Privacy Practices.

SECTION XII
Confidential Federal and State Reporting Requirements:
•	 I understand that UHS is required by law to confidentially report Clery-reportable crimes and incidents of sexual violence, sexual 

harassment, dating violence and stalking to the UT Title IX or Clery offices. 
•	 I understand that UHS is only required to report that an incident occurred, and privacy laws prohibit sharing identifiable 

information without my consent.

	 	 I acknowledge SECTION XII, Confidential Federal and State Reporting Requirements.

SECTION XIII
Non-Confidential State Reporting Requirements:
•	 I understand that UHS is required by law to report certain infectious diseases and illegal activities, including abuse and 

neglect, and that these reports include identifiable information.

	 	 I acknowledge SECTION XIII, Non-Confidential State Reporting Requirements.

SECTION XIV
Providing Feedback and Voicing Concerns About Care at UHS:
•	 I understand that the patient and I can provide feedback about our experiences with UHS by completing Patient Feedback online 

on the UHS website.
•	 I understand that information about where and how to voice concerns is available on the UHS website and posted in UHS waiting 

rooms.

	 	 I acknowledge SECTION XIV, Providing Feedback and Voicing Concerns About Care at UHS.

       signee initials
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