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Consent to Treat Minor Child/Children 

 

I, _________________________, hereby authorize Dr. Jamie L. Berringer, and/or any 
chiropractic assistant at Dublin Family Chiropractic, to administer chiropractic care as deemed necessary 
for my _________________________. 
               (indicate relationship of minor) 

 
It is understood that this authorization is given in advance of any specific diagnosis or treatment being 
required but is given to provide authority to the above described agent(s) to give specific consent to any 
and all such diagnosis and treatment which chiropractor, meeting the requirements of this authorization, 
may, in the exercise of his/her best judgment, deem advisable. 

 

 
Print Name of Minor(s)_____________________________________________ 

 
Printed Name of Parent/ Guardian____________________________________ 

 
 
__________________________________________  _____________                     
Signature of Parent/Guardian       Date 

 


