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CONSENT TO TREATMENT OF A MINOR CHILD

I hereby authorize the doctors of Woodstock Chiropractic Clinic to administer care as they deem necessary for my son/daughter.

(Name of Child)

Dated in ____________________________________, ________________________________




(Town/City)




(State)

this _______________ day of ________________________________. __________________.


(Date)




(Month)


    (Year)

Signed:______________________________________________________________________

(Parent/Legal Guardian)

Witness: _____________________________________________________________________
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712-B North Main Street, Woodstock VA 22664
(540) 459-4727
www.woodstockchiroclinic.com
     
        woodstockchiroclinic@gmail.com

