
 
BLANKET CONSENT FORM FOR HEALTH 

CARE SERVICES FOR MINOR 
 

PROVIDING BLANKET CONSENT IS OPTIONAL 
AND MAY, INSTEAD, BE GIVEN ON A CASE-BY-

CASE BASIS. BLANKET CONSENT MAY BE 
WITHDRAWN BY A PARENT AT ANY TIME. 

 
Minor Patient: __________________________________________________ Birthdate: _____/_____/_____ 
 

1. Authority: I am the parent, guardian or other person legally authorized by Idaho law to consent for health 
care services for the Minor Patient pursuant to Idaho Code § 32-1015. 
 

2. Consent for Treatment: I voluntarily consent to and authorize Gem State Dermatology, LLC (GSD) and its 
employed or affiliated physicians, practitioners, and staff (collectively “Providers”) to render the following 
care: 

a. Physical medical evaluation, diagnosis and treatment; diagnostic services including lab tests or 
radiology procedures; prescription and administration of medications; counseling; and any other 
health care services as defined in I.C. § 32-1015 deemed reasonably necessary and appropriate by 
the treating Provider. 
 

3. Limitations and Exclusions: 
a. This consent does not authorize abortion or any other services prohibited under local, state, or 

federal law. 
b. GSD believes that involving patients, parents/guardians and the treating provider in shared medical 

decision-making treatment plan(s) provides the most comfortable and transparent outcome, under 
Idaho Code § 32-1015 the following exceptions to the parental consent requirement exist: 

i. A minor is emancipated, meaning that the minor: 
1. Is or has been legally married; 
2. Is serving in the active military; and/or 
3. Has rejected the parent-child relationship, living on their own, and is self-

supporting. 
ii. A medical emergency exists and parental consent cannot be obtained in time; 

iii. The minor appears or represents that they are sick or injured and are seeking first aid 
services such as minor illness (excluding diagnostic testing), minor wound care, and 
general information on illness/injuries; 



iv. The minor seeks care related to time-sensitive evidence collection for alleged physical 
violence; 

v. The minor receives pregnancy detection, prenatal, or peripartum care (excluding 
abortion); and/or 

vi. The minor has treatment that has been authorized by a court order. 
c. I understand that the practice of medicine is not an exact science and no promises or guarantees 

can be made concerning the outcome of the health care services rendered. I can and am 
encouraged to ask questions regarding any care rendered. 

 
4. Access to Health Information: Except as excluded under local, state, and/or federal laws, a child’s health 

record is available to legal parent/guardians. 
 

5. Financial Responsibility: I agree that: 
a. I am ultimately responsible for payment for the health care services rendered to the minor patient 

and agree to comply with GSD’s financial policies. 
b. I will promptly pay any co-payments, deductibles, or other amounts not covered by applicable 

insurance or third-party payor program. 
c. I will cooperate with GSD in obtaining reimbursement for the health care services from any third-

party payor and hereby assign to GSD the right to submit claims for payment to third-party payers 
and retain such payments. 

d. To the extent allowed by law, I will remain responsible for any amount not paid by any third-party 
payor for health care services, including but not limited to costs relating to infectious, contagious 
or communicable diseases within the meaning of I.C. § 39-3801. 

e. If the Minor Patient’s account becomes delinquent, I agree to pay interest and fees according to 
GSD’s financial policies, including but not limited to reasonable costs of collection, collection 
agency fees, attorneys’ fees, and court costs. 

f. Services provided by hospitals, diagnostic testing facilities (labs, imaging, etc.) may be billed 
separately. 
 

6. Revocation of Consent: This blanket consent is voluntary and may be revoked at any time by providing 
written notice to GSD. Revocation does not apply to services already provided. 
 

I have read, understand, and agree to the information provided in this consent. I confirm that I am providing this 
blanket consent form voluntarily and GSD has not pressured me into providing this blanket consent, and that I may 
revoke this consent at any time. 
 
 
__________________________________________________   Date: ______/______/_______ 
Name 
 
__________________________________________________ 
Signature 
 
__________________________________________________ 
Phone Number 
 
___________________________________________________ 
Relationship to Minor Patient 


