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Dear Parent or Guardian; 
 
 
 
Health Services would like to welcome you and your student to N
goal is to keep your student healthy during their academic exper
attention that your student is under the age of 18.  Any studen
parental permission of file in our office before they can receive t
ask that you sign this authorization for treatment in the space ind
Please mail, fax or hand carry it back to our office.  Please feel f
questions. 
 
 
Sincerely, 
 
 
 
 
Karen L. Frazer, RHIA 
Health Information Manager 
Northern Illinois University, Health Services 
 
 
 
 
 

Parental Permission to Treat Statem
 
 
        
Students Name: (please print) First name    
 
        
Social Security Number      
 
 
 
I hereby give permission to the staff of Northern Illinois Univer
such diagnostic, therapeutic, and surgical procedures as they dee
while he/she is in attendance at Northern Illinois University. 
 
 
        
Parent/Guardian Signature      
 
 
        
Relationship to patient 
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