
Authorization to Treat Minor Patient in Absence of Parent/Guardian

Name of minor patient: ________________________________    Date of Birth:  _________________

I certify that I am the parent/legal guardian of ________________________. I authorize
            (Name of child)

 _________________________________ to bring my child to office visits with Doctors
                  (name of person(s) authorized to bring child to office) 

Transfiguracion, Shin, Wells, Nguyen, and/or Scott and to consent to the examination and/or treatment 

of my child.

This authorization is effective:

on ______________________.

from _____________________ to _______________________.

until revoked in writing by me.

I reserve the right to revoke this authorization at any time by writing to the above named physician(s).

Parent/Guardian Printed Name:  ________________________________________________________

Parent/Guardian Signature: ____________________________________ Date: ___________________

Podiatry Services
24640 Jefferson Ave #109

Murrieta, CA 92562
Phone: 951-677-1323
Fax: 951-239-4233


	Date of Birth: 
	ParentGuardian Printed Name: 
	Date: 
	Name of minor patient: 
	Authorized Persons: 
	On: Off
	From: Off
	Until: Off
	Selected Date: 
	From Date: 
	To Date: 


