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YOUTH ADVOCACY & INVOLVEMENT OFFICE
YOUTH LEGISLATIVE ASSEMBLY
HEALTH CARE FORM 

Please complete the questions that apply and return with the registration.  THIS FORM MUST BE NOTARIZED.
AUTHORIZATION TO CONSENT TO HEALTH CARE FOR MINOR & STUDENT 18 AND OLDER
I,____________________________ , of ___________________County, NC, am the custodial parent having legal custody of __________________________________, a minor child, age ______, born_____________, 20___, OR I, ______________________________ , of ___________________County, NC, authorize the Youth Advocacy & Involvement Office staff, in whose care I am or the minor child has been entrusted, located at 116 West Jones Street, Raleigh, N.C., to do any acts which may be necessary or proper to provide for the health care of the minor child or me, including, but not limited to, the power (i) to provide for such health care at any hospital or other institution, or the employing of any physician, dentist, nurse, or other person whose services may be needed for such health care, and (ii) to consent to and authorize any health care, including administration of anesthesia, X-ray examination, performance of operations, and other procedures by physicians, dentists, and other medical personnel except the withholding or withdrawal of life sustaining procedures.
This consent shall be effective from the date of execution to and including March 31 – April 3, 2016.
By signing here, I indicate that I have the understanding and capacity to communicate health care decisions and that I am fully informed as to the contents of this document and understand the full import of this grant of powers to the agent named herein.
Please indicate any need that requires special arrangements/accommodations (i.e. allergies or other conditions):
	
Meals:___________________________________________________________

Medical:_________________________________________________________




Emergency Contact Name: _____________________________________________________________________

Emergency Contact Phone: _____________________________________________________________________

________________________________________             __________________________________________________
Hospitalization Insurance Company/Provider                     Hospitalization Insurance Policy# /Provider/Medicaid #


_____________________________ (SEAL)        			____________________________________
Custodial Parent                                        			                                  Date


_____________________________ (SEAL)				____________________________________
Participant's Signature (if 18 or older)			      	                                  Date
STATE OF NORTH CAROLINA

COUNTY OF________________________








On this___ day of __________, 201__, personally appeared before me the person named, __________________________, to me know and known to me to be the person described in and who executed the same and being duly sworn by me, made oath that the statements in the foregoing instrument are true.
____________________________________
						                                                                             Notary Public

