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Medical Consent Form 
Benton County Juvenile Detention Center 

 
 
My signature below signifies that I, as parent or guardian or custodian of  
 
____________________________________ do hereby consent to and authorize any  
 
medical treatment that becomes necessary while said juvenile is in the custody of the  
 
BENTON COUNTY JUVENILE DETENTION CENTER and I acknowledge  
 
responsibility for payment of such medical treatment.  I consent to release of information  
 
so that the staff/nurse of BCJDC may communicate health issues with any physician,  
 
nurse, or clinic providing care to said juvenile, as well as, the juvenile probation officer 
of said juvenile. 
 
 
_______________________________________________  __________________ 
                    Signature of Parent/Guardian        Date 
 
 

ADDITIONAL INFORMATION 
 
 
Person responsible for juvenile: ______________________________________________ 
 
Address: ________________________________________________________________ 
 
City, State, Zip: __________________________________________________________ 
 
Home:___________________ Cell:___________________ Work:__________________ 
 
Emergency Contact:_____________________________ Relation:__________________ 
 
Home:___________________ Cell:___________________ Work:__________________ 
 
Family Doctor or clinic:____________________________________________________ 

Phone number: ___________________________________________________________ 

 

Known medical issues: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Known allergies: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 
INSURANCE INFORMATION 

 
 
Company: _______________________________________________________________ 
 
Address: ________________________________________________________________ 
 
City, State, Zip: __________________________________________________________ 
 
Policy Number: __________________________________________________________ 
 
Juvenile SSN: _________________________ Juvenile DOB:______________________ 
 

 


