WELLNESS

ALEXANDER SPINE CENTER

CONSENT TO TREAT A MINOR

I hereby authorize Steven L. Goninan, D.C, and/or whomever he may designate, to examine and administer
chiropractic care as he/she deems necessary to my child.

Full Name of child

Address:

Guardian’s Name (Please Print)

Relationship to minor

Guardian’s Signature Date

Witness

11705 Jones Bridge Road, Suite D101, Johns Creek GA 30005
678-297-0901
www.Alexanderspinecenters.com



