
I (We) being parent, guardian or custodian of _______________________________________________________, a minor the age of

_____________, do hereby authorize, request and direct Dr. _________________________________________ to perform any exam,

x-ray and Upper Cervical chiropractic treatment for their condition as he deems necessary.

_________________________________________________________          ____________________________________________

Parent, Guardian or Custodian Date

C O N S E N T F O R T R E AT M E N T O F M I N O R S

Upper Cervical Health Centers of America   •   517A N. Howard Avenue, Landrum, SC 29356   •   (864) 457-4016   •   www.UpperCervicalCare.com Atlas Chiropractic Montrose  •  1541 Ogden Road  •  Montrose, CO 81401 •  (970) 252-0378  •  www.AtlasMontrose.com

x-ray and QSM3 Upper Cervical chiropractic treatment for their condition as the Drs. deem necessary.


