
 
 

य#ुनभ&स(ट* अफ ने.ा0का - केन2 

कुन ैनाबालक अ6तरा(ि:;य <व>याथ2को मेBडकल उपचारका लाGग सहम#त 
 
ने#ा%कामा, 19 वष* मु,नका -व.याथ1लाई मे4डकल जाँच वा उपचार गराउनुअ,घ अ?भभावकको सहम,त ?लनु 

अ,नवाय* छ। यस कागजातले तपाGको नाबा?लग -व.याथ1लाई मे4डकल सेवाहI उपलJध गराउन UNK लाई 

अLधकार Mदान गद*छ, जसमा ,नOन कुरा पद*छन:् 
 

● रोग तथा चोटपटकहIको मूSयाTकन र उपचार 

● अUयावVयक/आपUकालXन %याहार 

● कुनै परामश*दाता र/वा मे4डकल Mदायकसँग [यवहाराUमक %वा%\य सेवाहI 
 
यसमा चोटपटकको रोकथाम र उपचार, तUकाल Mाथ?मक उपचार, शारX]रक परX^ण, फलो-अप परX^ण, 

-Mि%bcशन र औषLध [यव%थापन, परामश* वा अeय कुनै प,न मे4डकल वा [यवहार %वा%\यसOबeधी सेवाहI र 

आवVयक मा,नने सeदभ*हI समावेश हुeछन ्तर य,तमा माg सी?मत हँुदैन।  
 
कृपया तपाGको नाबा?लग बiचा/वाड* 19 वष*को भएप,छ यो सहम,त %वतः समाcत हुने छ भeनेबार सचेत 

रहनुहोस।् तपाGको बiचा/वाड* 19 वष*को उमेर पुगेप,छ, हामीलाई तपाGसँग कुनै प,न मे4डकलसOबeधी जानकारX 

साझा गनु*अ,घ उनीहIको Mमाणीकरण चाmहeछ भeने कुरा nयानमा राoु महpवपूण* छ। 
 
यसमा ह%ता^र गरेर, तपाG र तपाGको -व.याथ1 दवैुले तपाGले कागजात राqरX पrनुभएको र बुsनुभएको कुरा 

%वीकार गनु*हुeछ। यसका साथै, तपाGले UNK Student Health र Counseling लाई उLचत मा,नएमा आवVयक 

उपचार मूSयाTकन गन* र उपलJध गराउन अनुम,त mदँदै हुनुहुeछ। कृपया unkhealth@unk.edu मा %tयान 

गरेप,छ यो ह%ता^र ग]रएको कागजातको M,त?ल-प इमेलमाफ* त पठाउनुहोस।्  
 
-व.याथ1को नाम (पूरा लेoुहोस)्:  ____________________________ 

-व.याथ1को जeम?म,त: ______________________________ 

-व.याथ1को ह%ता^र: _________________________________ ?म,त:_____________________ 
 
आमाबुवा/अ?भभावकको नाम (पूरा लेoुहोस)्: ______________________ 

आमाबुवा/अ?भभावकको ह%ता^र:  __________________________ ?म,त: ____________________ 
 

mailto:unkhealth@unk.edu


 
कृपया कुनै प,न MVन भएमा unkhealth@unk.edu मा इमेल गन* वा 308-865-8218 मा कल गन* 

नmहचwकचाउनुहोस।् 
 

 

 

 

 
University of Nebraska - Kearney 

Consent for Medical Treatment of a Minor International Student 
 
In Nebraska, it is mandatory to obtain parental consent before administering medical 
examination or treatment to any student under the age of 19. This document grants 
authorization to UNK for providing medical services to your minor student, which includes: 
 

● Assessment and treatment of illnesses and injuries 
● Urgent/Emergency Care 
● Behavioral health services with a counselor and/or medical provider 

 
This includes, but is not limited to, injury prevention and treatment, immediate first aid, physical 
examinations, follow-up examinations, prescription and medication management, counseling or 
any other medical or behavioral health-related services and referrals deemed necessary.  
 
Please be aware that this consent will automatically expire when your minor student/ward turns 
19 years old. It's important to note that after your child/ward reaches 19 years of age, we will 
require their authorization before sharing any medical information with you. 
 
By signing below, both you and your student acknowledge that you have thoroughly read and 
comprehended the document. Furthermore, you are granting permission to UNK Student Health 
and Counseling to evaluate and provide necessary treatment as deemed appropriate. Please 
send a copy of this signed document through email after scanning at unkhealth@unk.edu.  
 
Student Name (printed):  ____________________________ 

Student Date of Birth:  ______________________________ 

Student Signature: _________________________________ Date:_____________________ 

 

Parent/Guardian Name (printed): ______________________ 

Parent/Guardian Signature:  __________________________ Date: ____________________ 

 

Please feel free to email or call with any questions. unkhealth@unk.edu or 308-865-8218. 
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