
[  ]  legal  guardian(s)  of  the  following m i n o r ( s ) :  

 

      

Student’s  Name  and U number  DOB  

 

Hereby  give  a u t h o r i z a t i o n  t o  obtain the  following:  

• Chest x-ray (imaging) 
 

by health care providers affiliated with the University of South Florida (USF) Student 
Health & Wellness Center, USF Counseling Center, and the USF Physicians Group. 
Consent is only valid if signed and dated by both the Parent/Legal Custodian/Legal Guardian and 
a Witness that is over the age of 18. 

 
 

Signature of Parent/Legal Guardian Date 

 
 
 

Print Name of Parent/Legal Guardian 
 

Date 

 
 
 

Please mail or fax this completed form to:  Student Health & Wellness Center 
University of South Florida

 


	I/We,  , the [ ] parent(s)

