City of Philadelphia

CHILDREN AND YOUTH AGENCY

MEDICAL AND SURGICAL CONSENT



In re: 
     

     

Child’s Name
Birth Date

          I, 
     
give the

Parent(a)-Custodian

Children and Youth Agency and or the child care agency where my child is placed permission to obtain routine medical treatment by a duly licensed physician during my child’s placement.  This would include immunizations, medical, dental and psychiatric examinations, Early Periodic Screening, Diagnosis and Treatment Program (EPSDT) and diagnostic tests required for medical diagnosis.

          My child is presently covered under
     

                                                                             Medical Insurance Program

     
.  I consent to the use of this program as necessary for my

                        Policy Number

child during the life of this agreement.

I authorize the Director of the Children and Youth Agency and/or his designee to take the necessary steps to obtain authorization for emergency surgical and medical treatment if I am unavailable, or if delay in consent to said treatment would cause risk to my child’s life.  The Children and Youth Agency will advise me as quickly as possible of the surgery treatment and outcome.


The Children and Youth Agency and/or the child care agency where my child is placed agrees to inform me of his/her ongoing medical care, problems and treatment.  I agree to contact the Children and Youth Agency regularly regarding my child/s medical car and condition.


I agree to inform the County Children and Youth Agency of changes in address and telephone number.


I have read this consent and agree to it.





Social Worker

Parent(s) - Custodian









Date

Parent(s) - Custodian

85-23 (Rev. 8/80)

