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Consent to Treat a Minor 
 
 

 
 
I, ___________________________________________________, authorize the doctors 
           (name and relationship to child under 18 years) 
 
and/or physical therapists of Milton Chiropractic and Rehabilitation and/or Bay  
 
State Physical Therapy to examine and subsequently provide appropriate treatment  
 
for my son/daughter,_________________________________________. 
                                                                    (name of child)  
 
 
 
I realize that treatment and exam procedures may also be performed by assistants, but 
under the direction of the doctors and physical therapists of Milton Chiropractic and 
Rehabilitation and Bay State Physical Therapy. 

 
 
 
 
 
 
 

 
 
 
 
Name  (print)      _____________ 
 
 
 
Signature  _________________________________________________Date   ___ 
 


