
INFORMED CONSENT FOR CHIROPRACTIC CARE 

CHIROPRACTIC CARE, LIKE ALL FORMS OF HEALTHCARE, WHILE OFFERING CONSIDERABLE BENEFITS MAY ALSO PROVIDE 

SOME LEVEL OF RISK.  THIS LEVEL OF RISK IS MOST OFTEN VERY MINIMAL, YET IN RARE CASES, INJURY HAS BEEN 

ASSOCIATED WITH CHIROPRACTIC CARE.  THE TYPES OF COMPLICATIONS THAT HAVE BEEN REPORTED SECONDARY TO 

CHIROPRACTIC CARE INCLUDE: SPRAIN / STRAIN INJURIES, IRRITATION OF A DISC CONDITION, AND RARELY, FRACTURES.  

ONE OF THE RAREST COMPLICATIONS ASSOCIATED WITH CHIROPRACTIC CARE, OCCURRING AT RATES CLOSE TO ONE 

INSTANCE PER ONE TO TWO MILLION CERVICAL SPINE (NECK) ADJUSTMENTS, MAY BE A VERTEBRAL INJURY THAT COULD 
LEAD TO A STROKE. 

PRIOR TO RECEIVING CHIROPRACTIC CARE IN THIS CHIROPRACTIC OFFICE, A HEALTH HISTORY AND PHYSICAL 

EXAMINATION WILL BE COMPLETED.  THESE PROCEDURES ARE PERFORMED TO ASSESS YOUR SPECIFIC CONDITION(S), 

YOUR OVERALL HEALTH AND, IN PARTICULAR, SPINAL HEALTH.  THESE PROCEDURES WILL ASSIST US IN DETERMINING IF 

CHIROPRACTIC CARE IS NEEDED, OR IF ANY FURTHER EXAMINATIONS OR STUDIES (SUCH AS X-RAY) ARE NEEDED.  IN 

ADDITION, THEY WILL HELP US DETERMINE IF THERE IS ANY REASON TO MODIFY YOUR CARE OR PROVIDE YOU WITH A 

REFERRAL TO ANOTHER HEALTH CARE PROVIDER.  ALL RELEVANT FINDINGS WILL BE REPORTED TO YOU ALONG WITH A 

CARE PLAN. 

I UNDERSTAND AND ACCEPT THAT THERE ARE RISKS ASSOCIATED WITH CHIROPRACTIC CARE AND GIVE MY 

CONSENT TO THE EXAMINATION THAT THE DOCTOR SEEMS NECESSARY, AND TO THE CHIROPRACTIC CARE AS WELL 

AS PHYSIOTHERAPY MODILITIES, INCLUDING SPINAL ADJUSTMENTS, AS REPORTED FOLLOWING MY ASSESSMENT.   

PATIENT PRINTED NAME  _____________________________________________________ 

PATIENT SIGNATURE  __________________________________________  DATE ____________ 

IF PATIENT IS A MINOR / CHILD, PARENT OR GUARDIAN MUST SIGN BELOW 

PARENT / GUARDIAN SIGNATURE  _____________________________________________ 

RELATIONSHIP TO MINOR / CHILD  ______________________________  DATE ____________ 

WITNESS SIGNATURE (STAFF)  __________________________________  DATE ____________ 

 

Terms of Acceptance 

In order to provide for the most effective healing environment, most effective application of chiropractic procedures, and the strongest possible 

doctor-patient relationship, it is our wish to provide each patient with a set of parameters and declarations that will facilitate the goal of optimum 
health through chiropractic. 

To that end, we ask that you acknowledge the following points regarding chiropractic care and the services that are offered through this clinic: 

A. Chiropractic is a very specific science, authorized by law to address spinal health concerns and needs.  Chiropractic is a separate and 

distinct science, art, and practice.  It is not the practice of medicine. 

B. Chiropractic seeks to maximize the inherent healing power of the human body by restoring normal nerve functions through the adjustment 

of spinal subluxation(s).  Subluxations are deviations from the normal spinal structures and configurations that interfere with normal nerve 

processes.   

C. The term “chiropractic”, as defined in the law of this jurisdiction, is “a non-combative principle and practice consisting of the science, 

philosophy, and art of the adjustment, manipulation, and treatment of the human body in which vertebral subluxations and other 

malpositioned articulations and structures that are interfering with the normal generation, transmission, and expression of nerve impulse 

between the brain, organs, and tissue cells of the body, thereby causing disease, are adjusted, manipulated, or treated, thus restoring the 

normal flow of nerve impulse which produces normal function and consequent health by chiropractic physicians using specific chiropractic 

adjustment or manipulation techniques taught in chiropractic colleges accredited by the Council on Chiropractic Education”. 

D. The chiropractic adjustment process involves the application of a specific directional thrust to a region or regions of the spine with the 

specific intent of restoring communication between the brain and the body, thus repositioning misaligned spinal segments.  This is a safe, 

effective procedure applied over one million times each day by Doctors of Chiropractic in the United States alone. 

E. A thorough chiropractic examination and evaluation is part of the standard chiropractic procedure.  The goal of this process is to identify 

any spinal health problems and chiropractic needs.  If, during this process, any condition or question outside the scope of chiropractic is 

identified, you will receive a prompt referral to an appropriate provider or specialist, according to the initial indications of the need. 

F. Chiropractic care does not seek to replace of compete with your medical, dental, or other type(s) of health professionals.  They retain 

responsibility for care and management of medical conditions.  We do not offer advice regarding treatment prescribed by others. 

G. Your compliance with care plans, home and self-care, etc., is essential to maximum healing and optimal health through chiropractic. 

H. We invite you to speak frankly to the Doctor on any matter related to your care at this facility, its nature, duration, or cost, in what we work 

to maintain as a supporting, open environment. 

I, __________________________________________ , have read and fully understand the above statements. 

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

Signature ___________________________________________  Date __________________ 


