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MEDICAL PERMISSION FORM 

 
Youth’s Name:  _________________________________________ 

Date of Birth: ______________________     

Medicaid #:  _______________________ 

Date of Placement:  _________________ 

 

I         the _______________________ 
       (printed name of parent/guardian)         (relationship to youth)   
 

of the youth mentioned above,         give the  
 

Maple Star Foster Parent(s)          
                (printed name of foster family)   
  

Provider License #:        permission to obtain ongoing  
 

medical and dental care for the above named youth.  In case of a medical  
 

emergency, FP will need to call the youth’s county of origin to obtain  
 

approval as soon as possible.  
*(if the caseworker is unavailable, call the main phone number to contact 

an on-call worker)  

 

__________________________    __________ 
Signature: Legal Guardian                Date Signed                       

                   
 

 

 

 

 

 

 

 

 

 




