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CONSENT FOR TREATMENT OF MINOR 
 
 
 
 
 
 
 
I, ___________________________________________________________________ 
                            (please type or print name) 

 
Give my consent for examination and treatment of: 
 
Name___________________________________________    DOB______________ 
 
by Dr JUDITH BOOTHBY DC 
 
 
 
Signature_______________________________________     Date ______________ 
 
Relationship_____________________________________ 
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