










Art of Health Chiropractic 
2823 Bransford Avenue 

Nashville, TN 37204 

CONSENT TO TREATMENT OF A MINOR 

Minor's Name: _________________________________________________________ 

***************************************** 

I, the undersigned, attest that I am the custodial parent or legal guardian of the above-referenced minor ("the 
minor"), and hereby authorize Art of Health Chiropractic to administer treatment as it so deems necessary to 
the minor.  In the event that the minor has received treatment at your practice previous to the date of this 
consent form, I hereby authorize such treatment in addition to the treatment mentioned above.  I further 
authorize the minor to complete and sign any documents at Art of Health Chiropractic which are customarily 
completed and signed by patients at your practice as a condition to treatment, and such signature shall serve 
as my own.  In no event shall my signature to any other such document have any effect on this consent form. 

Name of Custodial Parent/Legal Guardian (please spell clearly): __________________________________________________ 

Relationship to the minor: 

 □ Parent    □ Adoptive parent with custody 

 □ Guardian by Law.  Date Guardianship Commenced: _____/_____/_____ 

 □ Other (please specify): ______________________________________________________________________________________ 

Address of Parent/Guardian:  ___________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________ 

Home Phone #:  (______) _________________________________   Work Phone #:  (______) ___________________________________ 

Signature: __________________________________________________________________________________________ Date: ____/____/____ 

Witness (if any) 

Witness' Name: ________________________________________________________________________________________________________ 

Witness' signature: _______________________________________________________________________________ Date: ____/____/____



PATIENT CONSENT FORM 

Regarding the Use & Disclosure of Protected Health Information 

For the purposes of this Consent Form, “Office” shall refer to Art of Health Chiropractic. 

I understand that some of my health information may be used and/or disclosed by the Office to carry out treatment, 
payment, or health care operations, and that for a more complete description of such uses and disclosures I should 
refer to the Office’s privacy notice entitled, “Our Privacy Practices.”  I understand that I may review this privacy notice 
at any time prior signing this form.  

I understand that over time the Office’s privacy practices may need to change in accordance with law and that if I 
wish to obtain a copy of the notice as revised, I can call the Office to request such copy.  

I understand that I may request restrictions on how my information is used or disclosed to carry out treatment, 
payment, or health care operations, and that I can also revoke this Consent in, but only to the extent that the Office 
has not taken action in reliance thereon and also provided that I do so in writing.  

I understand that for my protection, any requests to amend my health information or to access my medical records 
must be made in writing.  

Patient Name (please print): ________________________________________________________________________________________________ 

Signature: _______________________________________________________________________________________________ Date: ____/____/____



Only NAET Patients Need to Complete this Form


