
AUTHORIZATION TO SUPERVISE CHIROPRACTIC CARE OF A MINOR

Patient_________________________    Case # _______ Doctor ________________________
I ______________________________ hereby give permission to the following individual(s)


           Print Name

to sign any necessary paperwork, make decisions regarding chiropractic care, and be present for the rendering of chiropractic care when I, as the legal parent or guardian of the minor patient, cannot be present with the minor at Fully Known Chiropractic on his/her scheduled visits.

Individual(s) Authorized to Supervise Chiropractic Care:

​​​​​​​​​____________________________________
____________________

Print Name





Relationship

___________________________________________
________________________

Print Name





Relationship

___________________________________________
________________________

Print Name





Relationship

___________________________________________
________________________

Print Name





Relationship

Authorization of Parent/Guardian:

___________________________________________
________________________

Print Name





Relationship

___________________________________________
______/______/______

Signature





       

Date

___________________________________________
______/______/______

Case Doctor Signature





Date
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