
 

 

 

 

 

 

 

CONSENT TO EXAMINE MINOR CHILD 

 

I hereby give my consent for an examination and treatments for my 

child or ward   ___________________________ 

 from Advanced Chiropractic Health Center, 360 E. Irving Park Road, 

Roselle, Illinois 60172,   630-894-8778 

   

  Date____________________  Signed________________________ 

          ____________________           (Parent or guardian) 

          (Witness) 

 

             
             
    

  

 


