
C.ONSENTTOT'REATMINOR CHILD:

.'I authorize the chiropractors.of Heights Atlas .
Orthogonal Chiropractic Clink, P.A. to.performchlropractlc
, adjustments; treatments, and 'procedures ofchlropractlc to my .'
hlld ',,'" .'C I \-A, .._. ...:...:...,.. ..:......, ....., ._-_.

I fu~ther consent to x-ravexamlnatlons, laboratory .
procedures, consulting services, and .dlaqnostlc procedures .~ .. ." . . .

renderedinconjunction with the adjustments, treatments, and ~
procedures,on this __..:....:.__ day of _..;. ..;._~.......;. ..:. ~ ,...__..:.,'.,

....20 .

.. .. .------------------------------ ,',---------------,..-------..:--'"i'"""-. .' ...

Print Parent/Guardian's Name Signature of Parent/Guardian
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