First Choice Chiropractic Inc.
            

Chiropractic care, like all forms of health care, while offering considerable benefit, may also provide some level of risk. The types of complications that have been reported secondary to chiropractic care include sprain/strain injuries, irritation of a disc condition, and although rare, minor fractures. One of the rarest complications associated with Chiropractic cares occurring at a rate between one instance per one million to one per two million is a cervical spine (neck) adjustment causing injury to a vertebral artery, which could lead to a stroke.

(((
I understand the risks associated with chiropractic spinal adjustments, as well as the risks associated with electrical stimulation, Intersegmental traction and ultra sound, all or none of which may be utilized over the course of my care, have been explained, my questions answered to my complete satisfaction, and I have conveyed my understanding of all risks to the doctor. After careful consideration, I do hereby consent to chiropractic care by any means, methods, and or techniques the doctor deems necessary to treat my condition(s) at any time throughout the entire clinical course of my care.  

   _____________________________________________
_____ - _____ - ____

   Patient or Authorized Person’s Signature                                      Date  
  _____________________________________________              _____ - _____ - _____    

                 Witness Signature                                                                    Date
             _____________________________________________
 

                                                 Witness Name
First Choice Chiropractic Inc
Patients Name: ___________________________________            HR#: ______________


            DOB: ______________
 PREGNANCY WARNING & CONSENT   
I have been given a full explanation of when I am mostly likely to become pregnant, and to the best of my knowledge, I am not pregnant. I am consenting to have the diagnostic x-ray examination performed, which the doctor has determined is clinically indicated and necessary. 

The first day of my last menstrual cycle was on: ____-____-​​​​____ (date)

By my signature below I am acknowledging that the doctor and or a member of the staff has discussed with me the  deleterious effects of ionization exposure to an unborn fetus and I have conveyed my understanding of all risks associated with being x-rayed. 

 _______________________________________           ____- _____ -_____


    Patients’ Signature      


     Date
____________________________________________          _____ - _____ - _____    
                                  Witness Signature                                                        Date
_____________________________________________
 

                                   Witness Name
