
UC Irvine School of Medicine 

Scientific Clinical Research 

Internship Program 10/2025 

Parental Authorization for Minors 

I consent to the participation of my minor child  

in the Scientific Clinical Research Internship Program at the UCI School of Medicine. 

I authorize UCI Medical Center; on behalf of the UCI School of Medicine Scientific Clinical Research 

Internship Program (SCRIP) to give my minor child a tuberculin skin test, if applicable (screening test to detect 

tuberculosis) prior to her/his research intern participation at the Medical Center or any clinic where patient 

contact is anticipated. I agree to provide proof of all childhood vaccinations if requested. 

I authorize the necessary examination and treatment of my minor child should s/he be injured or taken ill during 

any service at the UCI School of Medicine. I hereby release the UCI School of Medicine from all 

responsibility should my minor child refuse the emergency treatment. 

I agree that this consent shall be in effect for the period during which the above named is a member of the UCI 

School of Medicine Scientific Clinical Research Internship Program (SCRIP).

Signature of Parent/Guardian:  Date: 

Printed Name of Parent/Guardian: 

Street Address:  

City: State: Zip: 

Home Phone: Business Phone: Cell Phone:  

Witness Signature: Date: 

Printed Name of Witness: 
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