
 

 

 

 

If patient is a MINOR, please complete this page 

Patient Name: ____________________________________________ 

DOB: ________________________ 

 

 

Name of Mother _________________________________________ 

Address  ____________________________________________ 

                    ____________________________________________ 

Home Phone # __________________________________________ 

Work Phone # __________________________________________ 

 

 

Name of Father ________________________________________ 

Address ______________________________________________ 

                ______________________________________________ 

Home Phone # ________________________________________ 

Work Phone # __________________________________________ 

I hereby authorize Drs. Transfiguracion, Shin, Wells, Nguyen, Scott, Miller and/or Greene to treat the above named 

minor for any medical care. 

 

Signature of parent or guardian __________________________________________ Date ___________ 

 

Christianne Transfiguracion, DPM 
Christopher Shin, DPM 
Joseph Wells, DPM 
Susan Scott, DPM  
Tho Nguyen, DPM 
Julie Miller, DPM 
Timothy Greene, DPM 

24640 Jefferson Ave, Suite 109 
Murrieta, CA 92562 

P: 951-677-1323 F: 951-239-4233 


