
 

 

 

 

 

 

 

S0001 Authorization to Seek Medical Care 9/2013 rev 6/5/18 

Northern Valley Indian Health, Inc. 
www.nvih.org 

Chico Clinic 
 

845 W. East Avenue 
Chico, CA 95926 
(530) 896-9400 
Fax: (530) 896-9407 

Red Bluff Clinic 
 

2500 N. Main Street 
Red Bluff, CA 96080 
(530) 529-2567 
Fax: (530) 529-2552 

Willows Clinic 
 

207 N. Butte Street 
Willows, CA 95988 
(530) 934-4641 
Fax: (530) 934-4081 

Children’s Health Center 
 

1515 Springfield Dr. Ste 175 
Chico, CA 95928 
(530) 781-1440 
Fax: (530) 342-1663 

Woodland Clinic 
 

175 West Court Street 
Woodland, CA 95695 
(530) 661-4400 
Fax: (530) 661-4416 
 
Mobile Dental Clinic 
530-520-6913 

Dental and Maternal Health Center 
 

500 Cohasset Rd. Ste 15 
Chico, CA 95926 
(530) 433-2500 
Fax: (530) 433-2510 

 

AUTHORIZATION TO SEEK MEDICAL CARE 
 
 

Date: _____________________ 
 
 
As the parent or legal guardian of ____________________________________________, I authorize 
                                                                                                (Print Minor Patient’s Name) 
 

_______________________________________________________to seek healthcare attention for my child from  
                                 (Print Name of Family Member or Friend) 
 

___________________ to ___________________. I also consent to any medical treatment or procedures,  
        (start date)              (end date) 
 
to be performed for my child by a licensed medical provider, that are necessary or advisable in the interest of my 
child’s wellbeing.  
 
 
 

This form is valid for a maximum of one year. It is the parent or legal guardian’s responsibility to notify 
Northern Valley Indian Health of any changes that might apply. 
 
Under the circumstances set forth above, I elect not to be informed in advance of the nature character of the 
proposed treatments, its results, possible alternatives, and the risks, complications, and anticipated benefits 
involved in the proposed treatments, and the alternative forms of treatment, including non-treatment. 
 
 
 
Parent/Guardian Name (please print):______________________________________________________________  
 
 
Parent/Guardian Signature: __________________________________________________Date:_______________ 
 
 
 

FOR NVIH USE ONLY: 
 
 
 

________________________________________________________________________HRN________________________ 

Patient Name 
 



 

 

 

 

 

 

 

D0063 Permission to Treat a Dental Minor Without a Parent or Guardian Present 

Northern Valley Indian Health, Inc. 
www.nvih.org 

Chico Clinic 
 

845 W. East Avenue 
Chico, CA 95926 
(530) 896-9400 
Fax: (530) 896-9407 

Red Bluff Clinic 
 

2500 N. Main Street 
Red Bluff, CA 96080 
(530) 529-2567 
Fax: (530) 529-2552 

Willows Clinic 
 

207 N. Butte Street 
Willows, CA 95988 
(530) 934-4641 
Fax: (530) 934-4081 

Children’s Health Center 
 

1515 Springfield Dr. Ste 175 
Chico, CA 95928 
(530) 781-1440 
Fax: (530) 342-1663 

Woodland Clinic 
 

175 West Court Street 
Woodland, CA 95695 
(530) 661-4400 
Fax: (530) 661-4416 
 
Mobile Dental Clinic 
530-520-6913 

Dental and Maternal Health Center 
 

500 Cohasset Rd. Ste 15 
Chico, CA 95926 
(530) 433-2500 
Fax: (530) 433-2510 

Permission to Treat a Dental Minor Without A Parent or Guardian Present 
 

Northern Valley Indian Health, Inc. (NVIH) must receive permission from a minor’s parent or legal guardian 

before providing treatments for dental appointment that is non-life threatening (consent to treat is generally implied 

in emergency situations). This form gives us legal permission to treat your child in case you cannot accompany 

him/her to NVIH for dental treatment including but not limited to fluoride treatments, diagnostic radiographs, 

examinations, composite fillings, sealants and extractions. NVIH will treat your minor child without you present for 

dental treatment provided all the following conditions are satisfied:  

 

   A parent or legal guardian must attend all examination/diagnostic visits for a minor at NVIH. 

   The minor child is thirteen (13) years old or older. 

   A parent or legal guardian must provide this form directly to our office, in person, before the effective date              

     of this form. 

   The parent or legal guardian has informed our office that they will not be present during the appointment  

     before the minor comes in for the appointment. 

   This “Permission to Treat a Minor Without a Parent or Guardian Present” is only effective for the time frame  

     listed below. 

   The dentist reserves the right to refuse to treat minors for non-life threatening care if he/she deems it    

     necessary to have the parent/legal guardian present during such care. 

   At the dental provider’s discretion, certain procedure will require parent presence, or another adult who has     

     the authority to make treatment decisions. 

   All procedures requiring N2O (nitrous Oxide, laughing gas) will require a parent or guardian to be present.
  

Patient’s Name:_____________________________________ Patient’s Date of Birth:_____________________ 

 

In case of an emergency, I can be reached at: 

 

Name:_______________________________________________________________________________________ 
 

Address:_____________________________________________________________________________________ 

Home Phone Number:_________________________________________________________________________ 

Work Phone Number: _________________________________________________________________________ 

Other Contact Phone Number:__________________________________________________________________ 

AUTHORIZATION 

I, _______________________, the parent/legal guardian, of ________________________ have the legal right to 

preauthorize NVIH and its personnel to deliver dental treatment and services to my minor child 

_________________________. 

I hereby grant consent for my minor child to seek treatment including but not limited to fluoride treatments, 

diagnostic radiographs, examinations, composite fillings, sealants and extractions at NVIH unaccompanied by an 

adult. 
 

From__________________________ (enter date)   To____________________________ (enter date) 
 

I acknowledge and agree that as the parent or legal guardian that I am responsible for all reasonable charges in 

connection with the care and treatment rendered for my minor child. 

 

Signature of Patient/Legal Guardian:____________________________________ Date:__________________ 



 

 

 

 

 

 

 

M0068 Permission to Treat a Medical Minor Without a Parent or Guardian Present rev 2/25/20 

Northern Valley Indian Health, Inc. 
www.nvih.org 

Chico Clinic 
 

845 W. East Avenue 

Chico, CA 95926 
(530) 896-9400 
Fax: (530) 896-9407 

Red Bluff Clinic 
 

2500 N. Main Street 
Red Bluff, CA 96080 
(530) 529-2567 
Fax: (530) 529-2552 

Willows Clinic 
 

207 N. Butte Street 
Willows, CA 95988 
(530) 934-4641 
Fax: (530) 934-4081 

Children’s Health Center 
 

1515 Springfield Dr. Ste 175 
Chico, CA 95928 
(530) 781-1440 
Fax: (530) 342-1663 

Woodland Clinic 
 

175 West Court Street 
Woodland, CA 95695 
(530) 661-4400 
Fax: (530) 661-4416 
 
Mobile Dental Clinic 
530-520-6913 

Dental and Maternal Health Center 
 

500 Cohasset Rd. Ste 15 
Chico, CA 95926 
(530) 433-2500 
Fax: (530) 433-2511 

Permission to Treat a Medical Minor without a Parent or Guardian Present 
 

 

Northern Valley Indian Health, Inc. (NVIH) must receive permission from a minor’s parent or legal guardian before 

providing treatments for a medical appointment that is non-life threatening (consent to treat is generally implied in 

emergency situations). This form gives us legal permission to treat your child in case you cannot accompany him/her 

to NVIH for a medical treatment for a follow-up medical appointment, vaccinations or a non-invasive medical 

treatment. NVIH will treat your minor child without you present for a medical visit provided all the following 

conditions are satisfied: 

 

 

 

 A parent or legal guardian must attend any initial evaluation or visit for a minor at NVIH. 

 The minor child is twelve (12) years old or older. 

 A parent or legal guardian must provide this form directly to our office, in person, before the effective date 

of this form. 

 The parent or legal guardian has informed our office that they will not be present during the appointment 

before the minor comes in for their appointment.  

 This “Permission to Treat a Minor without a Parent or Guardian Present” is only effective for the time 

frame listed below. 

 The medical provider reserves the right to refuse to treat minors for non-life threatening care if he/she 

deems it necessary to have the parent/legal guardian present during such care. 
 

Patient’s Name: _________________________________________ Patient’s Date of Birth: ______________ 
 

 

In case of an emergency, I can be reached at: 
 

Name: ____________________________________________________________________________________ 
 

Address: __________________________________________________________________________________ 
 

Home Phone Number: ______________________________________________________________________ 
 

Work Phone Number: ______________________________________________________________________ 
 

Other Contact Phone Number: _______________________________________________________________ 
 
 

AUTHORIZATION 
 

I, _____________________, the parent/legal guardian, of __________________ have the legal right to 

preauthorize NVIH and its personnel to deliver medical treatment and services to my minor child named above. I 

hereby grant consent for my minor child to seek vaccinations and non-invasive medical treatment at NVIH 

unaccompanied by an adult. 
 

 

From _____________________ (enter date) To _______________________ (enter date) 
 

 

I acknowledge and agree that as the parent or legal guardian, I am responsible for all reasonable charges 

in connection with the care and treatment rendered for my minor child. 
 

 

  I, the Patient/Legally Authorized Person, am able to communicate effectively in English. 
 

 

Signature of Parent/Legal Guardian: _____________________________________ Date: _____________ 

 

HRN# ____________  
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PR-E-LP-023(REV 10/11/11                                      S0027 Caregiver’s Authorization Affidavit 

Northern Valley Indian Health, Inc. 
www.nvih.org 

Chico Clinic 
 

845 W. East Avenue 
Chico, CA 95926 
(530) 896-9400 
Fax: (530) 896-9407 

Red Bluff Clinic 
 

2500 N. Main Street 
Red Bluff, CA 96080 
(530) 529-2567 
Fax: (530) 529-2552 

Willows Clinic 
 

207 N. Butte Street 
Willows, CA 95988 
(530) 934-4641 
Fax: (530) 934-4081 

Children’s Health Center 
 

1515 Springfield Dr. Ste 175 
Chico, CA 95928 
(530) 781-1440 
Fax: (530) 342-1663 

Woodland Clinic 
 

175 West Court Street 
Woodland, CA 95695 
(530) 661-4400 
Fax: (530) 661-4416 
 
Mobile Dental Clinic 
530-520-6913 

Dental and Maternal Health Center 
 

500 Cohasset Rd. Ste 15 
Chico, CA 95926 
(530) 433-2500 
Fax: (530) 433-2510 

CAREGIVER’S AUTHORIZATION AFFIDAVIT 
 

Patient Name:_____________________________________________________________ HRN#_______________________ 
 
Use of this affidavit is authorized by Part 1.5 (commencing with Section 6550) Division 11 of the California Family Code. 
 
Instructions: Completion of items 1-4 and the signing of the affidavit are sufficient to authorize enrollment of a minor in 
school and authorize school-related medical care. Completion of items 5 through 8 is additionally required to authorize any 
other medical care. Print clearly. 
  
The minor named below lives in my home and I am 18 years of age or older. 

1. Name of minor:______________________________________________________________ 
 
2. Minor’s birth date:___________________________________________________________ 

 
3. My name:__________________________________________________________________ 

(Adult giving authorization) 
 

4. My home address (Street, apartment number, city, state, zip code): 
___________________________ 

___________________________ 

 ___________________________ 

5.       I am a grandparent, aunt, uncle, or other qualified relative of the minor. 
(See page 2 of this Form for a definition of “qualified relative”) 

 
6. Check one of both (for example, if one parent was advised and the other cannot be located): 

I have advised the parent(s) or other person(s) having legal custody of the minor of my intent to authorize 
medical care, and have received no objection. 
I am unable to contact the parent(s) or other person(s) having legal custody of the minor at this time, to notify 
them of my intended authorization. 
 

7. My date of birth:____________________ 

 
8. My California’s driver’s license or identification card number:___________________________________ 

 

 
 
      I, the Patient/Legally Authorized person am able to communicate effectively in English. 
 
 
I declare under penalty of perjury under the laws of State of California that the foregoing is true and correct. 

Date:_____________________________ Signed:________________________________________________ 
 

NOTICES 

1. This declaration does not affect the rights of the minor’s parent or legal guardian regarding the care, custody, and 

control of the minor, and does not mean that the caregiver has legal custody of the minor. 

2. A person who relies on this affidavit has no obligation to make any further inquiry or investigation. 

3. This affidavit is not valid for more than one year after the date on which it is executed. 

 

www.saccourt.ca.gov 

 
 

WARNING: Do not sign this form if any of the statements above are incorrect, or you will be 

committing a crime punishable by a fine, imprisonment, or both. 
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PR-E-LP-023(REV 10/11/11                                      S0027 Caregiver’s Authorization Affidavit 

Northern Valley Indian Health, Inc. 
www.nvih.org 

Chico Clinic 
 

845 W. East Avenue 
Chico, CA 95926 
(530) 896-9400 
Fax: (530) 896-9407 

Red Bluff Clinic 
 

2500 N. Main Street 
Red Bluff, CA 96080 
(530) 529-2567 
Fax: (530) 529-2552 

Willows Clinic 
 

207 N. Butte Street 
Willows, CA 95988 
(530) 934-4641 
Fax: (530) 934-4081 

Children’s Health Center 
 

1515 Springfield Dr. Ste 175 
Chico, CA 95928 
(530) 781-1440 
Fax: (530) 342-1663 

Woodland Clinic 
 

175 West Court Street 
Woodland, CA 95695 
(530) 661-4400 
Fax: (530) 661-4416 
 
Mobile Dental Clinic 
530-520-6913 

Dental and Maternal Health Center 
 

500 Cohasset Rd. Ste 15 
Chico, CA 95926 
(530) 433-2500 
Fax: (530) 433-2510 

 
ADDITIONAL INFORMATION 

 
TO CAREGIVERS: 
 

1) “Qualified relative”, for purpose of item 5, means a spouse, parent, stepparent, brother, sister, 
stepbrother, stepsister, half-brother, half-sister, uncle, aunt, niece, first cousin, or any person denoted by 
the prefix “ grand” or “great” or the spouse of any of the persons specified in this definition, even after 
the marriage has been terminated by death or dissolution. 

2) The law may require you, if you are not a relative or a currently licensed Foster parent, to obtain a Foster 
home license in order to care for a minor. If you have any questions, please contact your local department 
of social services. 

3) If your minor stops living with you, you are required to notify any school, health care provider, or health 
care service plan to which you have given this affidavit. 

4) If you do not have the information requested in item 8 (California driver’s license or I.D.), provide another 
form of identification such as your social security number or Medi-Cal number. 

 
TO SCHOOL OFFICIALS: 

 
1) Section 48204 of the Education Code provides that this affidavit constitutes a sufficient basis for a 

determination of residency of the minor, without the requirement of a guardianship or other custody 
order, unless the school district determines from actual facts that the minor is not living with the 
caregiver. 

2) The school district may require additional reasonable evidence that the caregiver lives at the address 
provided in item 4. 

 
TO HEALTH CARE PROVIDERS AND HEALTH CARE SERVICE PLANS: 

 
1) No person who acts in good faith reliance upon a caregiver’s authorization affidavit to provide medical or 

dental care, without actual knowledge of fact contrary to those date don the affidavit, is subject to 
criminal liability or to civil liability to any person, or is subject to professional disciplinary action, for such 
reliance if the applicable portions of the form are completed. 

2) This affidavit does not confer dependency for health care coverage purposes. 
 
 
 
Patient Name: _______________________________________________________ HRN# ____________________ 
 

 
 
 
 

 
  
www.saccourt.ca.gov 



 

 

 

 

 

 

 

Form # S0076 Documentation of Self-Sufficient Minor Status 6/2017                                                      ©California Medical Association 1999 

 

Northern Valley Indian Health, Inc. 
www.nvih.org 

Chico Clinic 
 

845 W. East Avenue 
Chico, CA 95926 
(530) 896-9400 
Fax: (530) 896-9407 

Red Bluff Clinic 
 

2500 N. Main Street 
Red Bluff, CA 96080 
(530) 529-2567 
Fax: (530) 529-2552 

Willows Clinic 
 

207 N. Butte Street 
Willows, CA 95988 
(530) 934-4641 
Fax: (530) 934-4081 

Children’s Health Center 
 

1515 Springfield Dr. Ste 175 
Chico, CA 95928 
(530) 781-1440 
Fax: (530) 342-1663 

Woodland Clinic 
 

175 West Court Street 
Woodland, CA 95695 
(530) 661-4400 
Fax: (530) 661-4416 
 
Mobile Dental Clinic 
530-520-6913 

Dental and Maternal Health Center 
 

500 Cohasset Rd. Ste 15 
Chico, CA 95926 
(530) 433-2500 
Fax: (530) 433-2510 

Documentation of Self-Sufficient Minor Status 
 

For the purposes of obtaining medical, dental or surgical diagnosis or treatment, pursuant to Family 
Code §6922, I hereby certify that the following is true: 
 
1. I am fifteen years of age or older, having been born on _____________(date), at  

 
__________________________________________________________(location). 

 
2. I am living separate and apart from my parents or legal guardian. 

__________________________________________________________(Residence) 
 
______________________________(Phone number) 
 
__________________________________________________________(Parent/Guardian Residence) 
 
______________________________(Phone number) 

 
3. I am managing my own financial affairs. 

 
        _______________________________________________________________________________ 

 
__________________________________________________________(Name/Address of Employer) 
 
__________________________________________________________(Other Sources of Income) 
 
__________________________________________________________(Location of Bank Account) 

 
4. I understand that, under the law, I will be financially responsible for my medical, dental, or surgical 

care and treatment. 
_____________________________________________________(Print Name) 
 
_____________________________________________________(Signed) _______________(Date)  
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