INFORMED CONSENT AND OFFICE POLICIES
INFORMED CONSENT:

State law requires our office to obtain your informed consent prior to examination and treatment.  The purpose of this form is to inform you, not to alarm you.  What you are being asked to sign is simply a confirmation that you have been informed of the following:

Examinations

X-rays:  This office does not routinely x-ray, but if x-rays are needed based on exam findings and/or unresponsive care we will refer you for further diagnostic testing within one week.

Chiropractic adjustment/manipulation:  The doctor will use his hands or a mechanical device upon your body in such a way as to increase joint mobility.  This procedure may cause an audible “pop” or “click” to be heard coming from your joints, which is not cause for alarm.  There are some material risks involved in doing these procedures and they are as follows:


*Pain: Chiropractic treatments may result in a temporary increase in soreness in the area receiving treatment.

*Rib Fractures:  Fractures caused by chiropractic treatments are rare.  They occur most frequently in patients with osteoporosis or weakened bones.  If evidence of osteoporosis is suspected,  the most appropriate, gentle treatments are used, minimizing the possibility of fractures to the ribs. 

*Disc injury:  Chiropractic treatment is appropriate for the treatment of most back problems, including some disc problems.  Occasionally, chiropractic treatment may aggravate or cause a problem if the disc is in a severely weakened state.  However, this occurs so rarely that statistics to quantify the probability are unavailable, but the risk is very low.

*Stroke:  The overall incidence of stroke in the general population is about 2 per 1000 people.  Although chiropractic adjustment/manipulation has been implicated as a possible cause of stroke, this possibility is extremely rare.  Current research shows that the problem has been associated with a lack of diagnosis and not the manipulation. (Cassidy)
Chiropractic is a system of health care delivery.  As with any health care delivery system, we cannot promise a cure for any symptom, disease, or condition as a result of treatment in this office.  We will always give you our best care, and if your results are not acceptable, we will refer you to another health care provider who we feel will assist your situation.

Assignment and Release

I understand that chiropractic is manual health care and requires direct contact between the doctor / staff and patient.

I authorize the taking of photographs and x-rays to be used for treatment purposes

I authorize the performance of other diagnostic and therapeutic procedures for treatment purposes.

I understand that the doctor may want my x-ray films read by a Radiologist and I will be charged a fee for that reading.

I authorize my insurance benefits to be paid directly to Nittany Valley Chiropractic and all doctors working within.  

I HAVE BEEN INFORMED OF THE MOST LIKELY COMPLICATIONS OR THE POSSIBLE UNDESIRABLE RESULTS OF CHIROPRACTIC EXAMINATION AND TREATMENT IN THIS OFFICE AND I UNDERSTAND THEM FULLY.  I HEREBY AUTHORIZE AND DIRECT NITTANY VALLEY CHIROPRACTIC TO PROVIDE SUCH ADDITIONAL SERVICES AS THEY DEEM REASONALBE AND NECESSARY.  I HEREBY SIGN THAT I HAVE READ THIS CONSENT FORM, AND I UNDERSTAND, AND WILL COMPLY WITH MY RESPONSIBILITY FOR THE ABOVE POLICIES.

Patient’s Signature:______________________________________________________ Date:________________

Witness’ Signature:______________________________________________________Date:________________

