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Street Address

Street Address Line 2

Your child/student's name *

First Name Last Name

Your child/student's date of birth *

Month Day Year

Please select the services you are consenting for your child/student to receive from UAF SHCC. *
Counseling/psychological diagnostic and treatment services
Acute an

http://www.uaf.edu/chc
https://www.jotform.com/products/pdf-editor/?utm_source=pdf_file&utm_medium=referral&utm_term=210667613788163&utm_content=jotform_text&utm_campaign=pdf_file_branding_footer


By signing this for

https://www.jotform.com/products/pdf-editor/?utm_source=pdf_file&utm_medium=referral&utm_term=210667613788163&utm_content=jotform_text&utm_campaign=pdf_file_branding_footer

	formID: 210667613788163
	pdf_submission_new: 1
	simple_spc: 210667613788163-210667613788163
	adobeWarning: In order to submit this form, you should open it with Adobe Acrobat Reader.
	yourName3[first]: 
	yourName3[last]: 
	yourContact31[area]: 
	yourContact31[phone]: 
	yourAddress32[addr_line1]: 
	yourAddress32[addr_line2]: 
	yourAddress32[city]: 
	yourAddress32[state]: 
	yourAddress32[postal]: 
	yourChild³ÉÈËÓ°Æ¬30[first]: 
	yourChild³ÉÈËÓ°Æ¬30[last]: 
	yourChild³ÉÈËÓ°Æ¬[month]: 
	yourChild³ÉÈËÓ°Æ¬[day]: 
	yourChild³ÉÈËÓ°Æ¬[year]: 
	pleaseSelect42[0]: Off
	pleaseSelect42[1]: Off
	pleaseSelect42[2]: Off
	pleaseSelect42[3]: Off
	listAny: 
	pleaseSign43: 
	dateOf[month]: 
	dateOf[day]: 
	dateOf[year]: 
	fakeSubmitButton: Submit
	submitButton: 
	iAttestthat: Off
	bySigning: Off
	bySigning33: Off


