
 
 

CONSENT FOR TREATMENT OF MINOR 

 
DATE: ___________________________ 

 

I, _________________________, hereby authorize Catherine Haikin, DC and Hefner 

Chiropractic assistants to administer examinations and chiropractic care as deemed 

necessary to: 

 

 

 ________________________________________________ 

 Minor Patient’s Name 

 

 

 ________________________________________________ 

 Signature of Parent or Legal Guardian 


