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CONSENT TO TREATMENT OF MINOR CHILD 

 

     I _____________________________, hereby authorize: Dr. Gomez, DC               
                 (Parent’s name) 
 
 
And whomever she may designate as assistants to administer Chiropractic Care, 
 
 as deemed necessary to my _________________________.         
                                                                       (Indicate relationship of child) 

     
____________________________________________ 
                                    (Name of Child) 
 
      __________________________________________________________________ 
                                                 (Date of Birth of Child) 

  
 
 The response your child gets from any treatment program is directly related to 
the commitment you and your child give to the program. Results will depend on 
the regularity of your appointment schedule. No statement should be interpreted 
to mean that we can “cure” your child. 
 
NO GUARANTEE NOR ASSURANCE HAS BEEN MADE concerning results of 
the procedures. ________ Initials 
 

 

Signed: ______________________________________ Date: ___________________ 
                                     (Parent or Guardian)  

 

 


