
  
  
  
  

CRAIG   D.   COOK,   D.C.    TREATMENT   OF   MINOR   CHILD   
 

i CONSENT   TO   TREATMENT   OF   MINOR   CHILD i   

I    hereby   authorize   Craig   D.   Cook,   D.C.,   and   whomever   he   may   designate   as   assistants   to   administer   
chiropractic   care   as   deemed   necessary   for   my     ___________________________,   ________________________________.   

          (minor’s   relationship   to   parent   or   guardian)                  (minor’s   full   legal   name)   
  

Date:    ____________________________     City:     ________________________________________     State: ______________________   
  

Signature   of   Parent   or   Guardian: ___________________________________________________________________________   

  

Signature   of   Witness:     ______________________________________________________________________________________   

 
  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

Craig   D.   Cook,   D.C.     

1465   Encinitas   Blvd.,   Ste.   H   Encinitas,   CA   92024   PH:   (760)   632-5445   Fax   (760)   632-5499   

6612   Mission   Gorge   Rd.,   Ste.   B   San   Diego,   CA   92120   PH:   (619)   640-1995   Fax:   (619)   282-8205   


