
 
 
 

CONSENT TO TREATMENT OF A MINOR 

 
 
 

I hereby authorize: 
 
Dr. Jeffrey P. Metcalf to administer Chiropractic care as deemed necessary to 
 
 _________________________________________.   
                     (Name of child/minor) 
 
 
_____________________________________  ____________________ 
                    Guardian’s signature         Date 
 
 
 
Guardian’s relationship to minor:  _____________________________________ 
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