
As a parent or guardian of ______________________________________________________,

I authorize DR. CHARLES F. ROOST to administer Chiropractic treatment to my 

_______________________ (specify relationship).

_________________________________________________________________________

Signature of Parent or Guardian Date

As a parent or guardian of ______________________________________________________,

I authorize DR. DANIEL D. DAIL to administer Chiropractic treatment to my 

_______________________ (specify relationship).

_________________________________________________________________________

Signature of Parent or Guardian Date


