Terms of Acceptance & Informed Consent
When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working
towards the same objective.
It is important that each patient understand both the objective and the method that will be used to attain it. This will
prevent any confusion or disappointment.
ADJUSTMENT: An adjustment is a specific application of forces to facilitate the body’s correction of vertebral
subluxations. Our chiropractic method of correction is by specific adjustments to the spine.
HEALTH: A state of optimal physical, mental, and social well-being, not merely the absence of disease or infirmity.
VERTEBRAL SUBLUXATION: A misalignment of one or more of the 24 vertebra in the spinal column which causes
alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of the body’s
innate ability to express its maximum health potential.
We do not offer treatment or diagnosis of any disease or condition other than vertebral subluxations. However, if during
the course of chiropractic spinal examination, we encounter non-chiropractic or unusual findings, we will advise you. If
you desire advice, diagnosis, or treatment for those findings, we will recommend that you seek the services of another
health care provider.
Regardless of what the disease is called, we do not offer to treat it nor do we offer advice regarding treatment prescribed
by others. Our only practice objective is to eliminate interference to the expression of the body’s innate wisdom. Our only
method is specific adjusting to correct vertebral subluxations.
I have been advised that chiropractic care, like all forms of health care, holds certain risks. While the risk are most often
very minimal, in rare cases, complications such as sprain/strain injuries, irritations of a disc condition, and although rare,
minor fractures, and possible stroke, which occurs at a rate better one incident per one million to one per two million, have
been associated with chiropractic adjustments. I acknowledge that no guarantees have been made to me concerning the
results of the care and treatment.
I, _______________________________________, have read and fully understand the above statements.
(Print Name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my complete
satisfaction.
I therefore accept chiropractic care on this basis.

Signature

Date

Notice of Privacy Practices Acknowledgment
I understand that I have certain rights of privacy regarding my protected health information, under the health Insurance
Portability & Accountability Act of 1996 (HIPPA). I understand that this information can and will be used to:
1. Conduct, plant and direct my treatment and follow-up among the multiple healthcare providers who may be
involved in that treatment directly and indirectly.
2. Obtain payment from third-party payers.
3. Conduct normal healthcare operations, such as quality assessments and physicans certifications.
Acknowledge that I may request your NOTICE OF PRIVACY PRACTICES containing a more complete description of the
uses and disclosure of my health information. I also understand that I may request in writing, that you restrict how my
private information is used or disclosed to carry out treatment, payment, or healthcare operation. I also understand you
are not required to agree to my requested restriction, but if you do agree, then you are bound to abide by such
restrictions.
Signature

Date

