THE BACK

ALLEY

CHIROPRACTIC & MASSAGE

DonaLp K SHiFLET, DC
CHIROPRACTIC PHYSICIAN

CONSENT TO TREATMENT OF A MINOR

l, , hereby authorize The Back Alley

Chiropractic clinic/doctor/assistants to administer chiropractic treatment as deemed necessary

to my son/daughter/legal dependent

This authorization shall remain effective until / / , unless sooner revoked in
writing.
Parent/Guardian Signature Date
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