PERMISSION FOR DEPENDENTS
Student Health Services

P.O. Box 70675

Johnson City, TN 37614

Phone (423) 439-4225

Fax (423) 439-4560

I, _______________________________________________________ certify that I am a legal parent or legal guardian of student _______________________________________ enrolled in the 2008 Governor’s School for Scientific Models and Data Analysis and do hereby give permission to ETSU Student Health Clinic to examine and treat my dependent child or ward. I understand that this examination and treatment is performed by the certified Nurse Practitioners of the ETSU Student Health Clinic and, on occasion, may be provided by the precepting physician of the ETSU Student Health Clinic. 

In addition, my signature below verifies that I understand that all treatment performed at ETSU Student Health Clinic is strictly confidential between the student and the health care professional. 

Although there is no charge for the clinic visit, itself, there may be additional charges for any tests, procedures or treatment that the ETSU Student Health Clinic determines necessary. All charges are due at the time services are rendered and all fees and insurance claims are the responsibility of the student. The clinic cannot file for you but will accept the BUCS/ID card as well as personal checks, cash, Visa and MasterCard. 
_________________________________________________
__________________

Parent’s or Guardian’s Signature
Date

_________________________________________________
_________________

Parent’s or Guardian’s Signature


Date

_________________________________________________
_________________

Witness’ Signature
Date

