Alamo Heights Chiropractic Health Center
Authorization for Chiropractic, Massage and Fitness
I authorize Alamo Heights Chiropractic Health Center (AHCHC), its doctors, associates and assistants to examine, X-ray and administer such treatment(s) as they deem necessary to benefit my health and well-being, such as:

	(Manual and mechanical spinal adjustments
	(Physical therapy procedures

	(Massage therapy

   *Bruising, stiffness & soreness may occur
	(Clinic & home care procedures, exercises & stretches

   *Muscle stiffness & soreness may occur


If AHCHC accepts your case, our team will work together to help you reach your health care goals, but can not personally guarantee any results.  You will be informed of any contraindications or potential complications that may alter your treatment protocols.  All exercise testing and physical activity sessions are voluntary and will be supervised and monitored by trained exercise technicians.  These activities include walking, running, weight training, calisthenics and machines including the Power Plate performed either in the field or clinic settings.  
You may be referred outside AHCHC for a second opinion, procedure or evaluation.  Your information will be sent to the health care facility in that case.

If you must cancel or reschedule a massage, you are required to give AHCHC a minimum of 4 hours notice, or you will be charged 50% of the massage fee.

I have read this form and understand that there are inherent risks associated with any physical activity and recognize it is my responsibility to provide accurate and complete health/medical history information.  Furthermore, it is my responsibility to monitor my individual physical performance during any activity. 
I understand that my personal health care, and that of my dependent family members is  my personal financial responsibility.  

Date                                             
Patient Signature ___________________________ 

Witness                                        
Guardian __________________________________
