CONSENT TO TREATMENT OF MINOR CHILD

| hereby authorize Dr. Michael J. Sadowski, D.C., and whomever he may designate as his
assistants to administer treatment as he so deems necessary to my son/daughter,

(NAME)

Signed:

Print Name:

Witnessed:

Date:

CONSENT TO TREATMENT OF MINOR CHILD

| hereby authorize Dr. Michael J. Sadowski, D.C., and whomever he may designate as his
assistants to administer treatment as he so deems necessary to my son/daughter,

(NAME)

Signed:

Print Name:

Witnessed:

Date:




