
Consent Form for Treatment of a Minor

I authorize Tianne A. Pape D.C, M.S. to provide medically necessary Chiropractic 

Treatments to: ________________________________________________.
Print Name of Patient

Parent/ or Legal Guardian: ____________________________________ Date: ________
Print Name of Parent/Guardian

Signature of Parent/Guardian: __________________________________ Date: ________
Signature of Parent/Guardian

Witness: ____________________________________________________ Date: ________
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