Abundant Life Chiropractic


Consent for Treatment of Minor

Date: ___________________

I hereby authorize O. Lee Rau, DC and whomever he may designate as assistants to administer examination and chiropractic care as deemed necessary to:

________________________________________________________    ____________________
		Minor patient’s name						     Phone
[bookmark: _GoBack]
________________________________________________________    ____________________
		Signature of Parent or Guardian				     Date


Remarks: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


