
AUTHORIZATION TO TREAT AND INFORMED CONSENT

Name: Age:        Date:     /    / Home Phone: (         ) 

Address:_____________________________ City:________________State: CA Zip:
Important: Mark All Areas of Pain

HAVE YOU EVER HAD ? Y N DOCTORS COMMENTS
Head Injury
Knocked Out
Seizure
Fracture
Hospitalization
Surgery
MRI or CAT Scan
High Blood Pressure
Sports Related Dizziness
Chest Pain

AUTHORIZATION TO TREAT
I authorize Dr. Nelson T. Goff D.C. and whomever he may 
designate as assistant to administer chiropractic care as deemed
necessary to my son/daughter,

(circle one) (minor's name)
        HOW BAD IS THE PAIN

PRINT MOTHER/FATHER'S NAME SIGNATURE
INFORMED CONSENT 

I hereby request and consent to chiropractic care. I have had an opportunity to discuss with Dr. Nelson Goff D.C. the nature and
purpose of treatment indicated.
I understand that results are not guaranteed and am informed that, as in the practice of medicine, in the practice of chiropractic
there are some risks to treatment, including but not limited to: fractures, disc injuries, strokes,dislocations, and sprains. I do not 
expect the doctor to be able anticipate and explain all risks and complications, and wish to rely on the doctor to exercise judgment
during the course of any procedure which the doctor feels at the time is in the best interest of my son / daughter.
I hereby agree to hold Morongo Unified School District, Southern Caliofornia Schools Risk Management Joint Authority their 
affiliates and employees harmless from any liability, actions, demands, or suits for damages from any injury or complication 
whatever, which may result from such treatment. This document is binding and the parties hereto intend this
 Informed Consent Waiver and Authorization to Treat  to be binding on and inure to the benefit of their respective principles, 
 executors, administrators, successors, and assigns; includes any and all of my successors and/or heirs,
I further state that should complications arise from such agreed treatment with the treating Doctor of Chiropractic that such
individuals and myself will be the only parties to engage in any and all recourse should that need arise foregoing any and all others.
Signed:_______________________Date:___/___/___. Witness:__________________ Date:___/___/___.

MOTHER/FATHER Coach

DOCTOR'S NOTES LEVEL(S) OF TREATMENT
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ATTENDING DOCTOR OF CHIROPRACTIC

Nelson T. Goff D. C. CCSP  57374 29 Palms Hwy Yucca Valley CA 92284  O: 760-365-0881 F:760-365-7681 C:760-401-0341
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AUTHORIZATION TO TREAT AND INFORMED CONSENT

may require more frequent care for his/her injury than can be 
provided in the time allotted. Please consult one of the following Chiropractors or see your personal Medical
 Physician.
Below is a list of Chiropractors in the Yucca Valley area.
 

Align the Spine Chiropractic Valarie Ann Carpenter DC 
55898 29 Palms Hwy
Yucca Valley, CA 92284
(760) 365-2600

Family Chiropractic Dr. Nelson T. Goff DC, CCSP
57374 29 Palms Highway, Yucca Valley, CA 92284-2927 
(760) 365-0881

David Michael McCollum DC 
56351 29 Palms Hwy
Yucca Valley, CA 92284
(760) 365-8729

Guadalupe Velez Trelles DC 
56872 29 Palms Hwy
Yucca Valley, CA 92284
(760) 365-4415

Eugene James Swella Jr DC 
57378 29 Palms Hwy
Yucca Valley, CA 92284
(760) 365-1933

Wines Chiropractic Offices Dr. Bob Wines DC
7398 Fox Trail, Yucca Valley, CA 92284-2599 
(760) 365-5121

Whitlock Chiropractic Center
57365 29 Palms Hwy. #A
Yucca Valley CA 92284
(760) 365-0804


