 MACROBUTTON clinicname DOCTOR OR CLINIC NAME 

Consent To Receive Chiropractic Care
I am a patient of Dr.
, and hereby consent to the performance of chiropractic adjustments and related procedures, including various modes of physical therapy by  MACROBUTTON name [ Doctor's Name ] .  I understand that I am responsible for all fees incurred at this visit.

Please complete the following:

Name:


Address:


Phone Number:


Health Card / Insurance #:

Expiry Date:


Your Current Dr. of Chiropractic:


Date of Last Visit:


What is the reason you are consulting us today:


I further understand and am informed that, as in all health care, in the practice of chiropractic there are some very slight risks to treatment, including, but not limited to, muscle strains and sprains, disc injuries, rib fractures and stroke.  I do not expect the doctor to be able to anticipate and explain all risks and complications and wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, is in my best interest.

Signature of Patient:

Date:
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