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Fax (360) 718- 7931

  

PARENTAL CONSENT FORM

Date:_______________________

Patients Name (Printed):_________________________________ DOB:_____________

Legal Parent/Guardian Name (Printed):__________________________DOB:_________

The above named patient, who is under eighteen years old, has permission to be seen by:

Chiropractic Doctor at Atlas Spinal Care

Licensed Massage Therapist at Atlas Spinal Care

Legal Parent/Guardian Signature:_____________________________________________


