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INFORMED CONSENT 
 

Why Chiropractic Care? 
 
People go to a Chiropractor for a variety of reasons.  Some go for symptomatic relief of a 
condition (Relief Care).  Others are interested in having the cause of the problem as well as the 
symptoms corrected and relieved (Corrective Care).  Still others want whatever is malfunctioning 
in their bodies brought to the highest state of health possible with chiropractic care (Preventative 
Care).  These are the three phases of care.  Your doctor will weigh your needs and desires when 
recommending your schedule of care.  However, the prepared recommendation is an 
incorporation of all three phases.  How long you choose to benefit from Chiropractic is always up 
to you.   
 
Please check the type of care desired so that we may be guided by your wishes whenever 
possible: 
   Preventative Care – Life Enhancement and Wellness Care 
   Corrective Care – Removing Cause and Remodeling Soft Tissue 
   Relief Care – Band-Aid Care Only 

  Check here if you want the doctor to select the type of care appropriate for your 
condition. 

 
Please Read Carefully: 
 
I understand and agree that health and accident insurance policies are an arrangement between an insurance 
carrier and myself.  Furthermore, I understand that the Doctor’s Office will prepare any necessary reports 
and forms to assist me in making collection from the insurance and that any amount authorized to be paid 
directly to the Doctor’s Office will be credited to my account on receipt.  However, I clearly understand 
and agree that all services rendered me are charged directly to me and that I am personally responsible for 
payment.  I also understand that if I suspend or terminate my care at this office, any outstanding charges for 
professional services rendered me will be immediately due and payable. 
 
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic 
procedures, including various modes of physical therapy and, if necessary, diagnostic x-rays, on me by the 
doctor of chiropractic and/or anyone working in this clinic authorized by the doctor of chiropractic. 
 
I have had an opportunity to discuss with the doctor of chiropractic / staff member and / or with other office 
or clinic personnel, the nature and purpose of chiropractic adjustments and other procedures.  I understand 
that results are not guaranteed. 
 
I further understand and am informed that, as in all health care, in the practice of chiropractic, there are 
some very slight risks to treatment, including, but not limited to, muscle strains and sprains, rib fractures, 
disc injuries, dislocations, and strokes.  I do not expect the doctor to be able to anticipate and explain all 
risks and complications and I wish to rely on the doctor to exercise judgment during the course of the 
procedure which the doctor feels at the time, based upon the facts then known, is in my best interests. 
 
I have read and understood the above and I consent to all examinations and care as deemed appropriate by 
the Doctor of Chiropractic for my present condition, and for any future conditions for which I may seek 
care.  I realize that I may ask any questions to the Doctor either before or after I sign this consent, and I 
understand that my consent can be withdrawn at any time. 
 
 
Patient Signature __________________________________________________  Date_________________ 
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