
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Sound Sports & Family Chiropractic 

1600 Harrison Avenue Suite 104 

Mamaroneck, New York 10543 

(914) 698-9283 

 

CONSENT TO TREATMENT 

 

I, ________________________, hereby request and consent to receive certain 

chiropractic adjustments including, but not limited to, consultation, modalities, 

adjustments, exercise and manipulations (the "Treatment") from Glenn Krieger, D.C. of 

Sound Sports & Family Chiropractic. The scope and nature of the Treatment to be 

provided to me has been fully explained in advance of receipt of the Treatment and I 

hereby agree that I assume any and all risk associated with my receipt of the Treatment. I 

have provided Dr. Krieger, of Sound Sports & Family Chiropractic, all information 

known to me regarding my past medical history, current condition, and any past 

chiropractic treatment, if any. I have been provided sufficient opportunity to ask 

questions relating to the Treatment and I am satisfied with the responses. By executing 

where indicated below, I hereby agree to waive all claims arising out of, or relating to the 

Treatment and agree to hold Glenn Krieger, D.C. and Sound Sports & Family 

Chiropractic(GKDC Inc.) harmless from any and all loses, liabilities and damages or any 

and all other claims arising as a result of or from the Treatment. 

 

Furthermore, I also certify that no guarantee has been made to the results that may be 

obtained. I understand and agree that health and accident insurance policies are an 

arrangement between an insurance carrier and myself. I understand that this office will 

prepare any necessary reports and forms to assist me in making a collection from the 

insurance company and that any amount authorized to be paid directly to this office will 

be credited to my account. However, I clearly understand and agree that all services 

rendered to me are charged directly to me and that I am personally responsible for 

payment.  

 

Signature:______________________________           Date:_____________________  

                     Patient, Parent, Guardian 

 

 

PRIVACY PRACTICES 

 
I also acknowledge that I have been informed of the "Privacy Practices" from Sound 

Sports & Family Chiropractic. A copy of the privacy practices was made available upon 

request and is posted in the office. 

 

Signature:______________________________           Date:_____________________  

 


