
Cochrane Fountain City School District   

I, _________________________________, parent of legal guardian 

of ______________________________, give my consent for my child to receive health services 

at the CFC school by Bridges Health, a service through Neighborhood Family Clinic and Winona 

State University’s faculty and students.   

  
Health Conditions:   
 
 
 

  
Medications:   
 
 

  
  

Signature of Parent______________________________________ Date___________________  
  
  
Parent phone number___________________________________  
 
 
 
 
 

 
 


