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Morris, MN  56267 
(320) 585-7246 
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CONSENT TO TREAT A MINOR 
 

 
 
 
I hereby authorize Accelerated Chiropractic & Natural Healing Center, LLC 

to administer care as deemed necessary to:  
 
 

____________________________________ 
(Patient Name) 

 
 
 
 
Relationship to patient   ____Parent  ____Legal Guardian 
 
 
Name (print) _______________________________________________ 
 
 
Signature _______________________________  Date ______________ 
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