
 
 
 

Three Rivers Health  
School Linked PAWS Community Adolescent Health Center and E3 Program  

 
 

Withdrawal of Parent/Guardian Consent Form 

 

 

 

I withdraw my written consent for my child, ________________________________________ to receive 
medical care, counseling, and any treatment related to these services at the PAWS Community 
Adolescent Health Center and E3 Program, effective immediately. 

 

 

 

_______________________________________________________________              ________________ 

Signature of Parent/Guardian                            Date 
 
 

_______________________________________________________________              _________________ 
Signature of Witness                                             Date 
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