Consent to Treatment of a Minor

| HEREBY AUTHORIZE:

DR. , DC

AND WHOM EVER HE MAY DESIGNATE AS ASSISTANTS TO ADMINISTER
CHIROPRACTIC CARE AS DEEMED NECESSARY AND TO BE FULLY RESPONSIBLE
FOR PAYMENT OF ALL SERVICES RENDERED.

TO:
MY (INDICATE RELATIONSHIP)
NAME OF MINOR
DATE:
SIGNATURE:
PARENT OR LEGAL GUARDIAN
WITNESS:

826 Middle Creek Rd. Sevierville, TN 37862 P: 865-453-1390 F: 865-453-1788 www.ratcliffchiro.com



