
 

      
   
   
  

  

 
 

  
   

 

 

   
   

     
   

    

       
   

   
    

      
      

   

    
  

 

      
     

        
   

 
 

  

 
 

   

 
   

  
 

 
  

    
      

BEAUMONT TEEN HEALTH CENTERS CONSENT TO TREATMENT 

Child and Adolescent Health Center – Adams  
33475 Palmer 
Westland, MI 48186 
734.728.2423 

Teen Health Center – Romulus 
9650 South Wayne Road 
Romulus, MI 48174 
734.942.4857 

Child and Adolescent Health Center – Pierce 
25605 Orangelawn 
Redford, MI 48239 
313.242.0570 

Teen Health Center – Taylor 
26650 Eureka Road, Suite B 
Taylor, MI 48180 
734.942.2273 

Teen Health Center – River Rouge 
1460 W. Coolidge Hwy 
River Rouge, MI 48218 
313.843.1639 

Teen Health Center - Westwood 
5912 Annapolis Street 
Inkster, MI 48174 
313.565.2174 

Patient Name _____________________________________________________________ Birthdate _____________________ 

Section 1: The Beaumont Teen Health Centers provide medical care, mental health care, and health education services to 
adolescents and young adults including, but not limited to: physicals; immunizations; sick care; first aid; lab tests and 
prescriptions; skin and nutrition care; hearing and vision screenings; diagnosis and treatment for sexually transmitted infection; 
HIV counseling and testing; reproductive health education and referral; individual and group counseling; and substance abuse 
prevention, assessment and referral. Services are rendered without regard to sex, race, religion or sexual orientation. 

I understand that Michigan law does not require a parental consent for a minor to receive advice or treatment of drug abuse; 
alcoholism; sexually transmitted diseases, including HIV; reproductive health care; or outpatient counseling.  At the health 
provider’s discretion, a parent may be notified if the situation is dangerous or life threatening. 

I consent to allow the Beaumont Teen Health Centers to provide treatment, including, but not limited to, the services listed above 
as the physician and health care staff of the Teen Health Center consider necessary. If a service is provided through telehealth, 
including live two-way video, audio, or other computer-based services, I agree that I have read and understand the important 
information on privacy and possible risks in the attached Telehealth Information document. I understand that I can withdraw my 
consent at any time by giving notice in writing.  If I am signing as a parent/guardian, this consent is valid until the patient turns 
age 18 years, unless it is withdrawn in writing. 

I understand that testing for blood borne diseases, including HIV, may be performed without a separate written consent if a health 
professional, volunteer, student or employee of Beaumont is exposed to the patient’s blood or body fluids through skin, mucous 
membrane or open wound. 

Section 2: Immunizations and Vaccinations. I understand my child’s immunization records from the Michigan Care 
Improvement Registry will be reviewed. If it is determined that my child needs a vaccination, I give my permission for it to be 
given at the Beaumont Teen Health Center. I understand that the vaccine information sheet(s) related to any vaccine that my 
child is to receive are available for my review at my request.   I also understand that the relevant vaccine information sheet(s) will 
be discussed with me before the immunization(s) is administered to my child. I understand that I can withdraw my consent for 
immunizations at any time by contacting the Beaumont Teen Health Center. 

Yes, I agree. No, I do not agree. Please Initial ________________ 

Section 3: Authorization to Pay Insurance Benefits to the Beaumont Teen Health Centers and Release of Information. I authorize 
my insurance carrier to pay the Beaumont Teen Health Centers for services rendered to me/my child that are covered under my 
health insurance plan. I understand I may be responsible for fees and charges if my health care provider does not participate in 
my health insurance plan. I understand I may be responsible for fees and charges that are co-pays, deductibles, or that are for 
services that are not covered under my health insurance plan. I also authorize the Beaumont Teen Health Centers to release 
medical information to any Beaumont Health hospital, facility, entity or physician, or me/my child’s primary health care provider 
for continuity of care. A copy of this authorization may be used in place of the original. I understand that I or my insurance 
carrier may withdraw this authorization at any time by stating so in writing. I understand that the Beaumont Teen Health Centers 
will protect the information in my/my child’s medical record, but from time to time the Beaumont Teen Health Centers must 
release information regarding the care provided to state or federal regulators. I understand that if a test for certain sexually 
transmitted infections is positive, the law requires the reporting of the positive result to a public health agency. 

I have received a copy of the Beaumont Health Notice of Privacy Practices. I understand that this Notice provides me 
with information on my privacy rights and how my health information may be used and disclosed. 

I consent for treatment as stated in above Sections 1, 2, and 3. 

Signature of Patient/Parent/Guardian ______________________________________________ Date/Time_______________ 

Phone Number(s) ________________________________________ Email__________________________________________ 
8112 060120 


