












ROBERT J. KINSEY YOUTH CENTER 

AUTHORIZATION FORM 
 

 
 

 

Name of Child :_____________________________  Date:___________________ 

 

 

I authorize the Kinsey Youth Center staff to release or receive educational, medical, social and 

psychological information when the staff feels it serves the best interests of the above-mentioned child. 

          

 _______________________________   

Child’s Signature 

 

 _______________________________  _______________ 

Parent/Legal Guardian Signature  Relationship to Child 

 

_______________________________  _________________ 

Staff Signature/Witness    Date 

 

 

 

CONSENT FOR MEDICAL AND MENTAL HEALTH TREATMENT 

 

 

I, _______________________________________, parent or legal guardian of the minor, 

________________________________________, do hereby give my permission for the personnel of the 

Robert J. Kinsey Youth Center to take said minor child to a doctor, therapist or hospital and authorize that 

person to give consent for MEDICAL and MENTAL HEALTH treatment and sign an authorization on 

my behalf for any treatment or procedure deemed necessary by the attending physician.  I further accept 

all financial responsibility for costs incurred for treatment. 

 

_________________________________________  _______________________ 

Parent or Guardian Signature     Date 

 

 

 

APPROVED FAMILY CONTACT 

 

Phone:  
_________________________________________  ______________________ 

Name/s       Phone number 

_________________________________________  ______________________ 

Name/s       Phone number 

 

Visitation: 
 _________________________________________  ______________________ 

Name/s       Relationship 

_________________________________________  ______________________ 

Name/s       Relationship 






















