
MEDICAL FORMS INSTRUCTIONS

DUE DATE: FRIDAY, DECEMBER 12, 2024 

Please go through the FOUR medical paperwork forms carefully. Read all 
instruc�ons and informa�on. Read the instruc�ons and required informa�on 
and kindly complete all necessary fields on each form. Before submi�ng, 
make a copy to keep for your records. 

NOTE: A: In lieu of the School Entrance Health Form supplied in this PDF file, 
you can submit a copy of your current School Physical Examina�on Form.  

  B: Everyone must complete and submit the Condi�ons for Healthcare 
Services and Consent to Accompany Minor Pa�ent Forms in this PDF file. 

Email (preferred) a completed set of forms and documents 
(scanned as one PDF, if possible) to: 
HousePageSupervisor@house.virginia.gov 

OR mail a completed set of forms and documents to: 
Virginia House of Delegates Clerk’s Office 
Atn: G. Paul Nardo  
VA House of Delegates 
P.O. Box 406 
Richmond, VA 23218 

QUESTIONS? Please contact: 
The House Clerks Office  
804.698.1619 
HousePageSupervisor@house.virginia.gov 
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Consent to Accompany Minor Patient 

I, __________________ ., authoriZ<:/pennil the desigllllled individual(s) 
listed below lo bring my child. , �.. , lo MCV Pllysk:lans (MCVP) for 
medical attention, if necessiuy, In those inshutccs when I am unable to d� so. 

I liinher authorize the perfonnance of procedures deemed 11emsary by a physician or other licensed Inde
pendent pmclllioner, including but not limited lo medical treahnents and non-Invasive procedures, and lite ad. 
minlSll'atlon of medications orally, intravenously, or by Injection, 

Designated Individuals (Pl•""" Print): 

Name ___ �,----------

Name ___________ _ 

Name ____________ _ 

Name ___________ _ 

Rclalionsh!p lo child, _ __,Ch....,ape"""ron=•--"'----

Rclationship tochil"-----------

Rclalionshlptochlld. __________ _ 

Relationship to child, ________ __. ___ 

I understand that all above named individuals will be required to present proper picture identification upon arrl• 
val at the MCVP clinic. I fllrlher understand that when designated individuals without proper picture identilica
tlon, and/or individuals not designated in this document to -pany my ehild, MCVP will not provide gen
eral mcdk:al treatment (emergent care exiluded). 

This Consent Form will be maintllined in the patient's medical records. Updates to this list of Individuals may 
be furnished by telephone. 

Name of Parent or Legal Guardian (Please Print) Dale 

Last four digits ofSS#, mother's maiden name, and/or other identifying information for verbal consent when 
necessa,y 

Signature of Parent or Legal Gu�dian Emergency Phone Number 
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