
 
In the case of illness and/or injury, permission is granted to treat the above named individual at California State University, East 
Bay, and to make referrals to outside physicians and facilities, if indicated. I consent that Student Health and Counseling Services 
staff may consult with each other as needed to benefit my care. 
 
 
____________________________________      ___________        ___________________________________      ____________ 
Patient’s Signature                                                      Date                Parent/Guardian’s Signature                                             Date 
          


	Name: 

