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I authorize University of Missouri-Kansas City Student Health and Wellness to examine, treat 

and provide any medical treatment the staff may deem necessary for my SON / DAUGHTER; 
(Please Circle One)

 Date of Birth . 
(Print Patients Name) (MM/DD/YYYY) 

(Signature of Parent/Guardian) (Relationship to Student) 

(Date) 

Volker Campus | 5110 Oak Street, Brookside 51 Building, Suite 237 | 816-235-6133

Consent to Treatment for Minors 


