
THE CENTER FOR MANUAL MEDICINE  

& 

       REGENERATIVE ORTHOPEDICS 
“We help you, help yourself” 

 

MINOR CHILD CONSENT FORM 

 

I hereby authorize the Physicians, Therapists, and Staff at 

The Center For Manual Medicine and  

Regenerative Orthopedics 

to examine, evaluate, and treat  my son / daughter. 

 

 

 

 

 

 

 

 

Signed: _____________________________________Date: ________________ 

Witnessed: __________________________________Date: ________________ 

    5000 SW 21st Street Topeka, KS 66604 Phone: 785-271-8100  Fax:785-271-9257 ctrmm.com


