
CONSENT FOR 
TREATMENT OF A 

MINOR CHILD 
 
 

 I hereby authorize Dr. Schwartz and whomever he may designate as 
his assistants to administer chiropractic care as he/she deems necessary to 
my ________________________(indicate relationship of child) 
 
 
NAME OF CHILD___________________________________  
 
DATED____________________________________________ 
 

SIGNATURE OF PARENT OR 
GUARDIAN______________________ 


	relationship: 
	Name of Child: 
	Date: 


