
Informed Consent to Chiropractic Treatment  

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures including 

various modes of physical therapy on me by the chiropractic physician and/or anyone working in this office authorized by 

the chiropractic physician. I further understand that such chiropractic services may be performed by the Achieve 

Chiropractic Care clinic and/or other licensed Physicians of Chiropractic who may treat me now or in the future at this 

office. I have had an opportunity to discuss with the physician and/or with other office personnel the nature and purpose of 

chiropractic adjustments and other procedures. I understand that results are not guaranteed. I understand and am informed 

that, as in the practice of medicine and all healthcare, the practice of chiropractic carries some risks to treatment; including, 

but not limited to: fractures, disc injuries, strokes (CVA), dislocations, and sprains. I do not expect the physician to be able 

to anticipate and explain all risks and complications. Further, I wish to rely on the physician to exercise judgment during 

the course of the procedure which the physician feels are in my best interests at the time, based upon the facts then known.   

  

I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its contents, 

and by signing below, I agree to the treatment recommended by my physician. I intend this consent form to cover the entire 

course of treatment for my present condition(s) and for any condition(s) for which I seek treatment at this facility.  

  

_______________________________________  

Print Patient’s Name or Representative’s Name  

  

_______________________________________    ______/_______/____________  

Signature of Patient (or Representative)     Date  

  

NOTICE OF PRIVACY POLICY  

Protecting the privacy of your personal health information is important to us. Disclosure of your protected health 

information without authorization is strictly limited to defined situations that include emergency care, quality assurance 

activities, public health, research, and law enforcement activities. Any other disclosures for the purposes of treatment, 

payment or practice operations will be made only after obtaining your consent.  

• You may request restrictions on your disclosures.  

• You may inspect and receive copies of your records within 30 days with a request.  

• You may request to view changes to your records.  

• In the future, we may contact you for appointment reminders, announcements and to inform you about our 

practice and staff.  

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA), I have certain rights to 

privacy regarding my protected health information. I understand that this information can and will be used to:  

• Conduct, plan and direct my treatment and follow up with multiple healthcare providers who may be 

involved in that treatment directly or indirectly.  

• Obtain payment from third party payers.  

• Conduct normal healthcare operations such as quality assessments and physician’s certifications. I have 

read and understand your Notice of Privacy Practices. A more complete description can be requested. I 
also understand that I can request, in writing, that you restrict how my personal information is used and/or 

disclosed.  

  

  

 _______________________________________     ______/_______/____________  

Signature of Patient          Date  

Relationship to Patient (If applicable): ___________________  

  

_______________________________________    ______/_______/____________  

Office Personnel Signature        Date  

Achieve Chiropractic Care  

3137 S Florida Avenue, Lakeland, FL 33803 

 www.achievechirocare.com  


