[bookmark: _Hlk51757484]Informed Consent for Chiropractic Care

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 (or on the patient named below, for whom I am legally responsible: ________________________) by the chiropractic physician and/or anyone working in this office authorized by the chiropractic physician.

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous system) as that relationship may affect the restoration and preservation of both. 
HEALTH is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.
VERTEBRAL SUBLUXATION. One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the spinal column becomes misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic.
ADJUSTMENT. Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be included.

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. I also understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to, fractures, disk injuries, strokes, dislocations and sprains. 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 facts then known, is in by best interests.

All questions regarding the doctor’s objective pertaining to my care in the 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.

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

___________________________________ 	  ___________________________________                 _____________
	           Print name				Sign name			          Date














	NEW PATIENT CONSENT TO THE USE AND DISCLOSURE OF HEALTH INFORMATION FOR TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS
	Back to Life Chiropractic Center



At Back to Life Chiropractic Center, we are committed to protecting the privacy of personal health information.  Federal guidelines have been developed to protect this information. Please read the terms below and sign at the bottom as acceptance and understanding of this consent.

I understand that as part of my healthcare, Back to Life Chiropractic Center originates and maintains paper and/or electronic records describing my heath history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment. I understand that this information serves as:
· A basis for planning my care,
· A means of communication among the many healthcare professionals who contribute to my care,
· A means by which a third-party payer can verify that services billed were actually provided, and
· A tool for routine healthcare operations such as accessing quality and reviewing the competence of healthcare professionals.

I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures. I understand that I have the following rights and privileges:
· The right to review the notice prior to signing this consent,
· The right to object to the use of my health information for directory purposes, and
· The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or healthcare operations.

I understand that Back to Life Chiropractic Center is not required to agree to the restrictions requested. I understand that I may revoke this consent in writing, except to the extent that the Back to Life Chiropractic Center has already taken action thereon. I also understand that by refusing to sign this consent, Back to Life Chiropractic Center may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations.

I further understand that Back to Life Chiropractic Center reserves the right to change their notice and practices, in accordance with Section 164.520 of the Code of Federal Regulations. Should Back to Life Chiropractic Center change their notice, they will send a copy of and revisions to said notice to the address I have provided via U.S. Mail.

I wish to have the following restrictions to the use or disclosure of my health information:
																																							
													
													

I understand that as part of this organization’s treatment, payment, or healthcare operations, it may become necessary to disclose my protected health information to another entity, and I consent to such disclosure for these permitted uses, including disclosures via fax.

I fully understand and accept the terms of this consent.

_________________________________		__________________________	_____________
Print Patient/Guardian Name				Patient/Guardian Signature and Date
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                            PATIENT TEXT AND EMAIL REGISTRATION FORM




Due to the changing world of healthcare and technology, Back to Life Chiropractic Center now has the ability to provide our patients with certain types of information via e-mail and/or text messaging. If you wish to have the opportunity to receive information of this type, please complete the form below. 

Back to Life Chiropractic Center believes strongly in protecting the privacy of our patients. When you provide this information to us, it is only used as a way to communicate with you. Back to Life Chiropractic Center does not share the names, e-mail addresses, and/or telephone numbers of patients with any other company, or with any other patient. 

Please print all information neatly and legibly.

Name _________________________________________
E-mail address __________________________________
Cell Phone _____________________________________

° Yes, please sign me up to receive e-mail and text messaging confirmations.

° I do not wish to be contacted via email. (Text messaging only)

° I do not wish to be contacted via text messaging. (Email only)

° I do not wish to be contacted by either text messaging or email.
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