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COORDINATION

©
 2

02
1 

Th
e 

C
om

pr
eh

en
si

ve
 H

ea
lth

ca
re

 fo
r A

do
le

sc
en

ts
 In

iti
at

iv
e

Total Teen: The Comprehensive Healthcare for Adolescents Initiative 

Consent Form 
for Parents/Guardians

I give [healthcare organization] permission to:

• Administer a sexual and reproductive health and mental health needs assessments 

without me being present;

• Provide my child micro visits (one-on-one visits between the patient and provider to 

discuss results and potential health needs) if results show a need for other services;

• Provide micro visits without me being present.

I understand that:

• I have the right to refuse for my child to participate in the needs assessments;

• Depending on my child’s needs assessment scores, they may complete a micro visit 

to further discuss their scores and potential health needs;

• If my child has a micro visit, there may be an additional co-pay to cover those 

services;

• Services may stay confidential between my child and their healthcare provider.

_________________________________________   _____________________________________  __________
Parent/Guardian Signature Print Name Date

_________________________________________   _____________________________________  __________
Witness Signature Print Name Date 


