
Informed Consent and Terms of Acceptance 
 

To the Patient: Please read this entire document prior to signing it. It is important that you 

understand the information contained in this document. Please ask questions before you sign if 

there is anything that is unclear.  

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential 

for both of us to be working for the same objective. It is important that each patient understands 

both the objective(s) and the method(s) that will be used to attain this objective. This will prevent 

any confusion or disappointment. You have the right, as a patient, to be informed about the 

condition and the recommended care to be provided so that you make the decision whether to 

undergo chiropractic care after being advised of the known benefits, risks, and alternatives.  

 

Chiropractic: Chiropractic is a science, philosophy and art which concerns itself with the 

relationship between the spinal structure and the health of the nervous system. As chiropractors 

we understand that 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 vertebral subluxation. 

This occurs when one or more of the 24 vertebrae in the spinal column become misaligned 

and/or do not move properly. This causes an unhealthy change to nerve function and interference 

to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic. 

This affects transmission of mental impulses, resulting in a lessening of the body’s innate ability 

to express its maximum health potential.  

 

Adjustments: Subluxations are corrected and/or reduced by a chiropractic adjustment. An 

adjustment is the specific application of force to correct and/or reduce vertebral subluxation. Our 

chiropractic method of correction is by specific adjustments to the spine. Adjustments are done 

by hand where the doctor will put pressure on the specific segment(s) of the spine to adjust the 

vertebrae into a better position. If at the beginning or during the course of care we encounter a 

non-chiropractic or unusual findings, we will advise you of those findings and recommend some 

further testing or refer you out to another health care provider. The Doctor may use his hands or 

a mechanical instrument upon your body in such a way as to move your joints. That may cause 

an audible "pop" or "click," much as you have experienced when you "crack" your knuckles. You 

may feel a sense of movement. 

Analysis/Examination/Treatment 

As part of the analysis, examination, and treatment you are consenting to the following 

procedures: spinal manipulation therapy, palpation, vital signs, range of motion testing, 

orthopedic testing, basic neurological testing, muscle strength testing, postural analysis testing, 

ultrasound, hot/cold therapy, EMS or Electro-muscle stimulation, and radiographic studies.  

 

The risks inherent in chiropractic adjustment.  

As with any healthcare procedure, there are certain complications which may arise doing 

chiropractic manipulation and therapy. Although rare it is possible to suffer from other side 

effects and these complications include but are not limited to: fractures, disc injuries, 

dislocations, muscle strains/spasms, cervical myelopathy, costovertebral strains and separations, 

stiffness, rib fractures, headache, dizziness and stroke. Some types of manipulation of the neck 



Informed Consent and Terms of Acceptance 
 

have been associated with injuries to the arteries in the neck leading to or contributing to serious 

complications including stroke. The Doctor will make every reasonable effort during the 

examination to screen for contraindications to care, however if you have a condition that would 

otherwise not come to the Doctor's attention it is your responsibility to inform the Doctor. 

Chiropractic care has been proven to be very safe and effective. It is not unusual, however, to be 

sore after your first few corrective adjustments.  

 

The probability of those risks occurring.  

Fractures are rare occurrences and generally result from underlying medical conditions that 

weaken the bone. During your examination and X-ray, we screen for these conditions for safety. 

Stroke and/or arterial dissection caused by chiropractic manipulation of the neck has been the 

subject of ongoing medical research and debate. The most current research on the topic is 

inconclusive as to a specific incident of this complication occurring. If there is a causal 

relationship at all it is extremely rare and remote. Unfortunately, there is no recognized screening 

procedure to identify patients with neck pain who are at risk of arterial stroke. 

 

The availability and nature of other treatment options.  

Other treatment options for your condition may include but are not limited to: self-administered 

medicine, over-the-counter analgesics, rest, medical care, prescription drugs, hospitalization, and 

surgery.  If you choose to use one of the above noted "other treatment" options, you should be 

aware that there are risks and benefits of such options that you may wish to discuss these with 

your primary medical physician.  

 

The risks and dangers attendant to remaining untreated.  

Remaining untreated may allow the formation of adhesions and reduce mobility which may set 

up a pain reaction further reducing mobility. Over time this process may complicate treatment 

making it more difficult and less effective the longer it is postponed. 

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-

rays can be hazardous to an unborn child. 

 

Date of last menstrual cycle: ______________________ 

 

All questions regarding the doctor's objective to my care in this 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.  

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

(Print name)  

 

Patient Signature: _______________________________________________________________  

 

Date: ___________________________ 



 
Patient Health Information Consent Form 

 
Patient Name: __________________________________  Social Security Number (required)_____________________ 
 
We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights 
concerning those records. Before we will begin any health care operations, we must require you to read and sign this 
consent form stating that you understand and agree with how your records will be used.  If you would like to have a 
more detailed account of our policies and procedures concerning the privacy of your PHI, we encourage you to read the 
HIPAA Notice of Privacy Practices that is available to you at the front desk before signing this consent.  

1. The patient understands and agrees to allow this chiropractic office to use the PHI for the purpose of treatment, 
payment, healthcare operations, and coordination of care.  As an example, the patient agrees to allow this 
chiropractic office to submit requested PHI to the Health Insurance Carrier(s) or third-party payer provided to us 
by the patient for the purpose or payment.  

2. The patient has the right to examine and obtain a copy of his/her own heath records at any time and request 
corrections.  The patient may request to know what disclosures have been made and submit in writing any 
further restrictions on the use of their PHI.  Our office is obligated to agree to those restrictions only to the 
extent they coincide with state and federal law.  

3. A patient’s written consent need only be obtained one time for all subsequent care given to the patient in this 
office. Although we try to maintain confidentiality, there may be times that verbal conversations may be over 
heard.  The patient consents that this does not violate a breach of PHI.  

4. The patient may provide a written request to revoke consent at any time during care. This would not effect the 
use of those records for the care given prior to the written request to revoke consent but would apply to any 
care given after the request has been presented.  

5. Our office may contact you periodically regarding appointments, treatments, products, services or charitable 
work performed by our office.  You may choose to opt out of any marketing or fundraising communications at 
any time.  

6. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a 
privacy official has been designated to enforce those procedures in our office.  We have taken all precautions 
that are known by this office to assure that your records are not readily available to those who do not need 
them.  

7. Patients have the right to file a formal complaint with our privacy official and the Secretary of HHS about any 
possible violations of these policies and procedures without retaliation by this office.  

8. Our office reserves the right to make changes to this notice and to make the new notice provisions effective for 
all protected health information that it maintains. You will be provided with a new notice at your next visit 
following any change.  

9. This notice is effective on the date below. 
10. If the patient refuses to sign this consent for the purpose of treatment, payment and health care operations, the 

chiropractic physician has the right to refuse to give care.   
I have read and understand how my PHI will be used and I agree to these policies and procedures.  
 
Permission to share my PHI with the following individuals:  
 
Name: _______________________________ Phone __________________ Relationship_______________________ 
 
Name: _______________________________ Phone __________________ Relationship_______________________ 
 
_______________________________________  _____________________ 
Patient Signature (if minor, parent or guardian)  Date 
 
For further information regarding this notice, please contact our office at 214-969-6999 
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Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

Sleeping

I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, I wash with difficulty and stay in bed.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ACN Group, Inc. Form NI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

Pain Intensity

The pain comes and goes and is very mild.

The pain is mild and does not vary much.

The pain comes and goes and is moderate.

The pain is moderate and does not vary much.

The pain comes and goes and is very severe.

The pain is very severe and does not vary much.

Sleeping

I get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

I do not have to change my way of washing or dressing in order to avoid pain.

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

Because of the pain I am unable to do any washing and dressing without help.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

Traveling

I get no pain while traveling.

I get some pain while traveling but none of my usual forms of travel make it worse.

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

Pain restricts all forms of travel except that done while lying down.

Social Life

My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

ACN Group, Inc. Form BI-100

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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