Consent to Treatment of Minor Child

I hereby authorize Gulph Mills Chiropractic Center and whomever they may designate as assistants to administer chiropractic care as deemed necessary to my __________________(indicate relationship of child), ____________________________________(name of child).

Parent/Guardian Signature________________________________ Date________________________

Parent/Guardian Name:___________________________________ 
Daytime Phone: ______________________ 	Cell:__________________________

Name of Parent/Guardian responsible for Patient’s Account: __________________________________
Address (if different from address of patient): _____________________________________________________________________________________
Phone: _______________________ Cell:____________________

INSURANCE AUTHORIZATION:
 Does patient have health insurance?  Y   N    Name of Company________________________________
Insurance ID #: ____________________________________; Group # ___________________________
 Subscriber’s Name ______________________________ Date of Birth ____________________
SS# ________________________
 Subscriber’s Relationship to Patient:_____________________

AUTHORIZATION AND RELEASE: I authorize payment of insurance benefits directly to the chiropractor or chiropractic office. I authorize the doctor to release all information necessary to communicate with personal physicians and other healthcare providers and payers and to secure the payment of benefits. I understand that I am responsible for all costs of chiropractic care, regardless of insurance coverage. I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due and payable.
Subscriber Signature________________________________ Date__________________
