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Where it’s all about you!

Consent for Treatment of a Minor

Date: ________________________


I, _________________________, being the parent or legal guardian of _____________________, give my consent for medical/weight loss treatment of this minor. I give my permission for chiropractic treatment by such personnel as the physician may deem necessary. I am aware that chiropractic care is not an exact science (as all health care is deemed as such) and that no guarantees can be made concerning the results of treatment. The minor named in this consent may receive all treatments provided according to generally accepted standards of chiropractic medical practice regarding their health with the following limitations 

(If none, write NONE):___________________________________________________________________________.

Parent/Legal Guardian





Medical Insurance Carrier
Name: ___________________________________

Name: ____________________________________
Address:__________________________________

Address:___________________________________
City: ___________________State:______________

City: ___________________State:______________

 ZIP:_______________________________________ 

ZIP:_______________________________________








Phone Number: _____________________________

Father/Legal Guardian





Identification Number: _______________________
Name: ___________________________________

Name of Insured: ____________________________

Address: __________________________________

City: ___________________State:______________

Family Medical Doctor
ZIP: _______________________________________

Name:_____________________________________









Phone Number:______________________________
Mother/Legal Guardian

Name: ___________________________________

Other Contact Person
Address: __________________________________

Name:_______________________________________

City: ___________________State:______________

Address: _____________________________________

ZIP: _______________________________________ 

City: ___________________State:________________









ZIP: _________________________________________

Signed: ____________________________________


Date: _________________________________

Print Name: ________________________________


Witness: _______________________________
