
Minor Consent Form 

I _______________________________ (Parent or Guardian’s Name),  

Authorize the performance of Chiropractic diagnostic and therapeutic procedures for 

____________________________ (Patient’s Name), to the preformed by Cunningham 
Chiropractic, P.C. I consent to the performance of those procedures that they consider are 

necessary or advisable in the course of ____________________________ (Patient’s Name), 

health care.

Signed: _______________________________________ (Parent or Guardian’s Name) 

Date: _________________________ 

/ 

 Cunningham Chiropractic PC 

 210 Old Bridge Street, East Syracuse, NY 13057 

www.CunninghamChiropractic.com 
315-445-9941  Fax 315-445-2073


