
 
 
 
222 W. Thomas Rd., #101 
Phoenix, AZ  85013 
(602) 406-3172 
 
 

Parental Consent Form for Volunteers 14-17 Years Old 
 
 

Jr. Volunteer Name: (printed) _____________________________________________ 
 
• I give my consent for my child to volunteer as part of the Jr. Volunteer Program at St. 

Joseph’s Hospital and Medical Center. 
 
• I give my consent for St. Joseph’s Hospital and Medical Center staff to administer 

and monitor Tuberculosis Screening (skin testing and/or chest x-rays), perform a 
physical exam, drug testing, and determination of immunization status, through 
immunization records or blood testing, and administration of immunizations, as 
needed to the above named minor. 

 
• I give my consent for St. Joseph’s Hospital and Medical Center Employee Health to 

evaluate on-the-job injuries and treat appropriately. 
 
• I give my consent for St. Joseph’s Hospital and Medical Center staff to administer 

emergency medical treatment as necessary. 
 
 
 
 
 
___________________________ __________________________________________ 
Date     Parent 
 
 
 
     __________________________________________ 
     Guardian 
 
 
 
     __________________________________________ 

    Witness 
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