
 
___________________________________________________________________________________________ 

 
Evan R. Hack, MD                                                                                                                                             120 Park Lane Rd. 

Frank Fanella, Jr., MD                                                                                                                                                  Suite A-101 

Matthew G. Abel, MD                                                                                                                               New Milford, CT 06776 

Kristi F. Beck, MD                                                                                                                                                  (860) 355-8190 

Stephanie T. Tiso, MD                                                                                                                                      fax (860) 355-3856 
Betsy Meyer, PA-C 

Karla Rosati, PA-C 

 

 

 

     TEEN CONSENT FORM    

THIS FORM IS TO BE FILLED OUT BY THE PATIENT. 

I give permission to Candlewood Valley Pediatrics to discuss:  

______  my entire health record, which includes all office visits, emergency records (ER, college healthcare, urgent care 

centers, etc.), immunization records, lab reports, radiology results, (x-rays, MRIs, CT scans), billing, and insurance 

information 

with __________________________________________, ___________________________________ 
             Name of person(s)      Relationship 

______  none of my information with someone other than me. 

 

Patient Portal Access: 
______ Only patient access (no one but you may access your portal) 

______ Parent full access with patient (you have portal; parent has unlimited access in portal)  

______ Parent full access without patient (you have no portal; parent has unlimited access in portal) 

 

__________________________________ __________________________________ 
Patient Email address      Patient cell phone number  

__________________________________          __________________________________ 
Parent Email address      Parent Email address  

__________________________________ __________________________________ 
Parent cell phone number    Parent cell phone number  

I understand that CVP is happy to have me as a patient for sick visits and for checkups as long as I maintain a 
regular checkup schedule. I understand that, eventually, I will move on to a doctor who treats adults, and 
when I do, I will inform CVP so that I may have my records transferred to my adult doctor. 
 

Signature ________________________________________  Date ______________________      

 


