COUNTY OF LOS ANGELES Val IeyCare DEPARTMENT OF HEALTH SERVICES
OLIVE VIEW-UCLA MEDICAL CENTER
14445 Olive View Drive, Sylmar, CA 91342-1495

SELF-SUFFICIENT MINOR INFORMATION

For the purposes of obtaining diagnosis or treatment at the (name of hospital)
or by any physician, surgeon or dentist associated with it, the undersigned certifies the following facts are true:

1. I am living separate and apart from my parents or legal guardian.
(place of residence of patient) (phone)
(place of residence of parent or guardian) (phone)
2. | am managing my own financial affairs.

(bank account at) (place of empleyment)

3.
years of age or older, t}q\/mg been horn on (insert date as mm/dd/yy) at
(location)
Date:
Signature:
Witness:
Witness:
Reference: Family Code Section 6922 / PATIENT DATA — Imprint or Print Legibly \
Name:
MRUN
Date of Birth:

SELF-SUFFICIENT

MINOR INFORMATION Ward or Clinic:

Req. Loc. Code:
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COUNTY OF LOS ANGELES Val IeyCare DEPARTMENT OF HEALTH SERVICES
OLIVE VIEW-UCLA MEDICAL CENTER
14445 Olive View Drive, Sylmar, CA 91342-1495

FORMULARIO DE INFORMACION PARA EL MENOR DE EDAD AUTOSUFICIENTE

Con el fin de obtener un diagndstico o tratamiento en el hospital (nombre de hospital)
o por cualquier médico, dirujano o dentista asociado con dicho hospital,
el suscrito da fe que la siguiente informacion es verdadera:

1. Mi domicilio es distinto y separado del de mis padres or de mi tutor.
(domicilio del paciente) (teléfono)
(domicilio de los padres o del tutor) (teléfono)
2. Manejo mis propios asuntos financieros.
(cuenta bancaria en) : (Iugar de err;ple(‘))

menor de edad. Té'h'go qumce anos de edad 0 méas y naci el dia de (mes)
en(afo) , en (lugar)

Fecha:

Firma:

Testigo (Witness):

Testigo (Witness):

Reference: Family Code Section 6922 / PATIENT DATA — Imprint or Print Legibly \
Name:
MRUN
Date of Birth:

FORMULARIO DE INFORMACION PARA EL MENOR

DE EDAD AUTOSUFICIENTE Ward or Clinic:

Req. Loc. Code:
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