informed Consent for Examination and Treatment
I (we) hereby consent to the performance of examination and treatment on me of on

. by the licensed doctors of chiropractic, medicaj

——

doctors, and/or licensed physical therapists who may be employed by or engaged in practice in

this clinic,

| further understand that there are certain degrees of rigk associated with chiropractic
health care and physical therapy, which includes rarely, but not limited to fractures, disc injuries,
strokes, and strain/sprains and am therefore willing to accept and consent to the risk associated

with the care that I am about to receive,

T — —
Patient's Name (Print) Patient’s Signature

_— ——
Date Relationship or authority if not sighed

By patient
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© 2004 Breakthrough Coaching, LLC. UNAUTHORIZED DUPLICATION 1S ILLEGAL FORM 114



