Grosman Chiropractic, Inc.

_____________________________________________________________________________________
Mark A. Grosman, DC

20300 Ventura Blvd. ~ Suite 245 ~ Woodland Hills, CA 91364

Phone (818) 704-5121 ~ Fax (818) 704-5847

CONSENT TO TREATMENT OF MINOR

I (We) being the parent or guardian of _________________________________, a minor, the age of _____ do hereby consent, authorize and request Dr. Mark A. Grosman, DC, to administer such treatment deemed advisable, necessary or requested on the above minor.

________________________________________


______________

Signature (Parent or Guardian)





Date

________________________________________


______________

Witness








Date
