
CONSENT TO EXAMINE AND TREAT MINOR CHILD

I hereby give my consent for Dr. Charles Chapple and the
physicians/staff of Advanced Chiropractic Health Center and At Your

Service Chiropractic House Calls to examine and treat my child (children)
or ward (s), and have had all concerns and questions regarding this

matter answered to my scarification.

SIGNATURE (Parent or Guardian): ________________________

DATE:_______________


