CONSENT TO TREATMENT
OF MINOR CHILD

| hereby authorize Dr. Scott F. Gillman and/or his staff to provide professional services to my:
[ ISON [ ]DAUGHTER

Child’s Name
Full Name of Child:
Address:
Date of Birth:
Date: Parent or Guardians Signature:

Print Name:

Dr. Scott F. Gillman @ Chiropractic & Sports Medicine ® 251 W. Central Street, Natick, MA 01760
(Phone) 508-650-1091 (Fax) 508-650-1563 www.drgillman.com




