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TERMS OF ACCEPTANCE & INFORMED CONSENT
When a patient seeks Chiropractic health care, and when a chiropractor accepts a patient for such care, it is essential that they both be seeking and working for the same goals.

Chiropractic has only one goal. It is, therefore, important that the patient understands the goal and means that will be used to attain it. In this way, there will be no confusion, misunderstanding, or disappointment. You have the right, as a patient, to be informed about the condition of your health and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives.
The purpose of chiropractic is to restore and maintain the mechanical integrity of the spinal cord and its nerve roots. The vital nerve pathways are housed in and protected by the bones of the spine. Tiny misalignments of the vertebra or bones of the spine, which interfere with the function of these pathways are called SUBLUXATIONS. They come from many causes and prevent various organs and glands from working properly.

By means of Chiropractic adjustments, subluxations are reduced or corrected, thus restoring normal nerve function.

The goal of Chiropractic is to correct vertebral subluxations for the purpose of restoring the proper transmission of nerve energy over those nerve pathways so that every part of the body may have a proper nerve supply at all times. This allows the innate healing ability of the body to work at maximum efficiency. With proper nerve supply, health improves. In some, symptoms clear up quickly. In others, the process is slower, and in some, it is only partial or not at all.

Regardless of what the disease is called, the chiropractor does not offer to heal or even treat it. Nor does he offer advice regarding the treatment of disease. His only goal is to allow the body to do its job. His only means is the correction of the vertebral subluxation. He promises no cure and offers no treatment of disease. If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health care provider.
As with any health care procedure, complications are possible following a chiropractic manipulation. Complications could include, but are not limited to, fractures of bone, muscular strain, ligamentous sprain, dislocations of joints, or injury to intervertebral discs, nerves or spinal cord. Cerebrovascular injury or stroke could occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first few days of treatment.
The risks of complications due to chiropractic treatment have been described as "rare", about as often as complications are seen from the taking of a single aspirin tablet. The risk of cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced by screening procedures.
I further understand that there are treatment options available for my condition other than chiropractic procedures. These treatment options include, but are not limited to self-administered, over the counter analgesics and rest; medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. I understand and have been informed that I have the right to a second opinion and secure other opinions if I have concerns as to the nature of my symptoms and treatment options.
All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the above statements and therefore accept chiropractic care on this basis.

___________________________________
___________________________________
__________________

Print Name




Signature



Date 
Consent to evaluate and adjust a minor child (if applicable):
I _____________________________ being the parent or legal guardian of ______________________________ have read and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.
___________________________________
___________________________________
__________________

Print Name




Signature



Date 
Pregnancy Release (women only please) 

This is to certify to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my permission to perform x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child. 

Date of my last menstrual period: _____________________

___________________________________
___________________________________
__________________

Print Name




Signature



Date 

