L D> il i ]
iy Gillman Chiropractic
5 Dr. Scott F. Gillman

CONSENT TO TREATMENT
OF MINOR CHILD

-
-

| hereby authorize Dr. Scott F. Gillman and/cr his staff to examine and/or treat
my SON / DAUGHTER

Child's Name

Full Name of Child:

Address:

Date: Sign:

Parent or Guardian

Natick Crossing « 251 West Central Street Natick. MA 01760 » (508) 850 1091 » FAX (508) 850 1563



