
   STUDENT HEALTH CENTER 
GENERAL ACKNOWLEDGEMENT AND CONSENT  

 
NAME_________________________________________ID#___________________DATE_______________ 

ADDRESS________________________________________________________________________________ 

CITY__________________________________________ZIP________________________________________ 



 
 
Referrals will be made for further diagnosis and /or treatment where indicated.  
I understand that if follow-up is needed, I will assume responsibility for such follow-up. 
 
 
 

CONSENT FOR TREATMEN T AND LIMITS OF CON FIDENTIALITY  
 
I hereby grant Pierce College Student Health Center permission to treat and/or make necessary referrals for 
medical/psychological care, if needed.  I understand that my medical records are kept 
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