
2507 Eastbluff Drive 
  Newport Beach, CA 92660 

                                 PH 949.200.1655 F 949.200.1656 

 
 

Permission to Treat Minor 

 

 

PATIENT INFORMATION (PLEASE PRINT): 

Name: ____________________________________________ Date of Birth: ________________________ 

Social Security Number: ______________________________     Age: ___________ 

Address: 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Primary Phone: __________________________________ 

 

PARENT/GUARDIAN INFORMATION: 

  

Parent/Guardian Name (Please Print):___________________________________________________________  

 
Daytime Number: __________________________   Evening Number: _________________________________ 
 
Emergency Contact (If you are unavailable):______________________________________________________ 
 
Emergency Contact Number: ___________________________________________ 
 
I give the Doctors at Eastbluff Medical Walk-In Wellness Center permission to treat my son / daughter / 
dependant without me being present.  
 

 

BY MY SIGNATURE I AUTHORIZE THE TREATMENT OF MY MINOR CHILD WITHOUT MY PRESENCE. 
 
 
Parent/Guardian Signature: _____________________________________ Date: _________________________ 
 
 


