

Student Health & Wellness Center
13412 E. Philadelphia Street

Whittier, CA 90608

(562) 464-4548 Fax (562) 464-4511
Consent for Discussion of Medical Information 
I, 





 (student name) hereby voluntarily grant permission to any Health Care Provider and/or (Nurse, PA, NP, or LVN) at Whittier College Student Health & Wellness Center to discuss my medical condition with: 
(Please indicate)

____________________________ (Mon)


Phone _______________




        (Dad)


Phone _______________
____________________________ (Legal Guardian)
Phone _______________

____________________________ (Other)


Phone _______________

I authorize you to discuss my medical condition with the above person(s) as it relates to:


____
My current medical condition only


____
All medical conditions


____
Other (please specify in the space below)
This consent will expire on 


_____________________






                        Date
Student Signature: 




        DOB: _____________
Date Signed Form: 
_______________
ID#

       __________________
Phone:

       __________________      
Witness:
       __________________
