
 
 

CONSENT OF TREATMENT OF A MINOR 

 

I hereby authorize Family Life Chiropractic Center and the designated 

doctor on duty to administer chiropractic care as deemed necessary to my 

child. 

 

 

 

 

_________________________  __________________________ 

       Child’s name            Date 

 

 

_________________________  __________________________ 

Parent/Legal Guardian’s Signature           Date  

 

 

_________________________  __________________________ 

  Witness Signature            Date 

 

 

 

 

 
 

 
Dr. Stacey Davis    Dr. Sherry Bramlett   Dr. Brandon Fuzi 

351 East Highland Street   3000 Hwy 64 W. Ste 120   314 Northcutt Rd. 

Blue Ridge, GA 30513   Murphy, NC 28906   Ellijay, GA 30540 

Office: (706)632-2707   Office: (828) 835-7997   Office: (706) 276-1099 

Fax: (706) 632-2723   Fax: (828) 835-3477   Fax: (706) 276-1045 


