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Informed Consent for Chiropractic Treatment 

Revised 09-28-2017 

 
Todd Harrison, DC   

1118 12th Avenue South, Nampa, ID 83651 
Phone:  208-965-8784 

TO THE PATIENT:   You have a right to be informed about your condition, the recommended chiropractic treatment, and the 
potential risks involved with the recommended treatment. This information will assist you in making an informed decision whether 
or not to have the treatment. This information is not meant to scare or alarm you;  it is simply an effort to make you better informed 
so you may give or refuse to give your consent to treatment. 

I request and consent to chiropractic adjustments and other chiropractic procedures, including various modes of physical therapy 
and diagnostic X-rays.  The chiropractic treatment may be performed by the Doctor of Chiropractic named below and/or other 
licensed Doctors of Chiropractic working at this clinic or office. Chiropractic treatment may also be performed by a Doctor of 
Chiropractic who is serving as a backup for the Doctor of Chiropractic named below 

I have had the opportunity to discuss with the Doctor of Chiropractic named below, my diagnosis, the nature and purpose of my 
chiropractic treatment, the risks and benefits of my chiropractic treatment, alternatives to my chiropractic treatment, and the risks 
and benefits of alternative treatment, including no treatment at all.  

I understand that there are some risks to chiropractic treatment including, but not limited to:  

 Broken bones 
 Dislocations 
 Sprains/strains 
 increased symptoms and pain 

 No improvement of symptoms or pain 
 Worsening/aggravation of spinal conditions 
 Other ______________________________ 

In rare cases there have been reported complications of arterial dissections (stroke) when a patient receives a cervical adjustment. 
The complications reported can include temporary minor dizziness, nausea, paralysis, vision loss, locked in syndrome (complete 
paralysis of voluntary muscles in all parts of the body except for those that control eye movement), and death. 

I do not expect the doctor to be able to anticipate and explain all risks and complications. I also understand that no guarantees 
or promises have been made to me concerning the results expected from the treatment. 

I have read, or have had read to me, the above consent.  I have also had an opportunity to ask questions. All of my questions have 
been answered to my satisfaction.  By signing below, I consent to the treatment plan.  I intend this consent form to cover the 
entire course of treatment for my current condition.  

To be completed by the patient:     To be completed by the patient’s representative:   

____________________________________  ______________________________________ 
print name     print name of patient 

____________________________________  ______________________________________ 
signature of patient     print name of patient’s representative 

____________________________________  ______________________________________ 
date signed     signature of patient’s representative 

     as:___________________________________ 
      relationship/authority of patient’s representative 

    ____________________________ 
    date signed 

To be completed by doctor or staff:    
____________________________________________ _____________________________________ 
witness to patient’s signature    date 

____________________________________________ _____________________________________ 
translated by    date 




	English Intake NEW PATIENT
	Informed Consent HFC 20170928
	Authorization HIPPA 20170717
	English Intake PED NEW PATIENT FILLABLE.pdf
	PED NEW PATIENT 2022-10-20
	Informed Consent HFC 20170928
	Authorization HIPPA 20170717


	print name: 
	print name of patient: 
	print name of patients representative: 
	date signed: 
	relationshipauthority of patients representative: 
	date signed_2: 
	Patient Name: 
	DATE: 
	NAME - LAST, FIRST MI: 
	PREFERRED NAME: 
	ADDRESS: 
	STATE: 
	CITY: 
	ZIP: 
	HOME PHONE: 
	WORK PHONE: 
	CELLULAR: 
	EMAIL: 
	DOB: 
	OCCUPATION: 
	M: Off
	F: Off
	MARRIED: Off
	SINGLE: Off
	SPOUSE/SIGNIFICANT OTHER: 
	REFERRED BY: 
	FAM: Off
	FRIEND: Off
	CO-WORKER: Off
	DOCTOR: Off
	OTHER REFERRAL: 
	NON HISPANIC OR LATINO: Off
	HISPANIC OR LATINO: Off
	DECLINE TO ANSWER: Off
	PREFERRED LANGUAGE: 
	ASIAN: Off
	BLACK OR AFRICAN AMERICAN: Off
	AMERICAN INDIAN OR ALASKAN NATIVE: Off
	WHITE (CAUCASION): Off
	HAWAIIAN OR PACIFICA ISLANDER: Off
	DECLINE: Off
	EVERY DAY: Off
	SOME DAYS: Off
	FORMER: Off
	NEVER: Off
	EMERGENCY CONTACT NAME: 
	EMERGENCY CONTACT PHONE NUMBER: 
	OTHER RELATIONSHIP: 
	DOCTOR'S PHONE: 
	PRIMARY CARE PHYSICIAN: 
	PRIMARY INSURANCE: 
	POLICY HOLDER NAME: 
	OTHER PAYMENT: 
	SECONDARY INSURANCE: 
	SECONDARY POLICY HOLDER: 
	INSURANCE: Off
	PERSONAL INJURY/AUTO: Off
	SPOUSE: Off
	PARENT: Off
	CHILD: Off
	OTHER: Off
	SELF-PAY (CASH): Off
	Check Box90: Off
	Check Box96: Off
	Check Box98: Off
	Who, Heart Disease: 
	Who, Stroke: 
	Cancer, Who: 
	Cancer, Type: 
	Other relevant family history: 
	Injuire, traumas or hospitalizations: 
	Surgeries - date, type, reason: 
	SELF: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box35: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Text42: 
	Check Box43: Off
	Text44: 
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	For what health challenges is your child here for 1: 
	For what health challenges is your child here for 2: 
	When did it begin: 
	Has your child seen other health care practitioners for this What did they recommend 1: 
	Has your child seen other health care practitioners for this What did they recommend 2: 
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box12: Off
	Check Box15: Off
	Check Box18: Off
	Check Box21: Off
	Check Box24: Off
	Check Box10: Off
	Check Box13: Off
	Check Box16: Off
	Check Box19: Off
	Check Box22: Off
	Check Box25: Off
	Check Box11: Off
	Check Box14: Off
	Check Box17: Off
	Check Box20: Off
	Check Box23: Off
	Check Box26: Off
	Other: 
	Check Box27: Off
	Check Box28: Off
	Check Box33: Off
	Check Box29: Off
	Check Box30: Off
	Complications during pregnancy YesNo List: 
	Medication during pregnancydelivery: 
	Check Box34: Off
	Check Box31: Off
	Check Box32: Off
	Complications during delivery: 
	Check Box36: Off
	Check Box37: Off
	Breast or formula fed: 
	How long: 
	Date:  
	7: Off
	8: Off
	9: Off
	12: Off
	15: Off
	18: Off
	21: Off
	24: Off
	10: Off
	13: Off
	16: Off
	19: Off
	22: Off
	25: Off
	11: Off
	14: Off
	17: Off
	20: Off
	23: Off
	26: Off
	27: Off
	28: Off
	33: Off
	29: Off
	30: Off
	34: Off
	31: Off
	32: Off
	36: Off
	37: Off


