
 

113 West 5th Street 

Eureka, MO 63025 

PH:  636-938-9310     FAX:  636-938-3204 

www.cchiropractic.com 

 

CONSENT TO TREATMENT OF MINOR CHILD 
 

 

I hereby authorize Dr._______________________ and/or his/her associates and 

whomever he may designate as his assistants to administer chiropractic and/or medical 

care as he/she deems necessary to my __________________________ (indicate 

relationship).  I attest that I have full legal rights to this consent as legal parent/guardian. 

 

 

_____________________________________________ 

Name of Child 

 

 

Dated at:_____________________________________, __________________________ 

   City      State 

 

this ___________ day of_________________________________, 20______. 

 

Printed Name of Parent/Legal Guardian:        

 

Signed:            

   (Parent or Legal Guardian/Relationship to Patient) 
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