
 

 
 
 

 
    

 

 
 
 

 
 

 
 
 
 

AUTHORIZATION TO TREAT A MINOR 
 
 

I hereby authorize Eastern Kentucky University Student Health Services to provide all necessary services, 
treatment, and/or hospital referral to my student, as deemed appropriate by the attending physician. 
 
I understand that I will be notified of any emergency situation requiring referral as soon as possible and that I am 
responsible for any and all costs incurred. 
 
 
 
________________________________________________ 
Name of Minor 
 
 
________________________________________________ 
Address 
 
 
________________________________________________ 
Date of Birth   Age  Social Security # 
 
 
________________________________________________ 
Signature of Parent or Guardian 
 
 
________________________________________________ 
Phone number   Date 

 
 
 
 

 

DIVISION OF STUDENT AFFAIRS 
Student Health Services 

 
 

John D. Rowlett Building Rm. 103 
521 Lancaster Avenue 

Richmond, Kentucky 40475-3102 
(859) 622-1761 

FAX:  (859) 622-1767 
studenthealthservcies@eku.edu• 

www.eku.edu 

EASTERN KENTUCKY UNIVERSITY 
Serving Kentuckians Since 1906 

 
 

 

 
 

Eastern Kentucky University is an Equal Opportunity/Affirmative Action Employer and Educational Institution. 
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