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Patient Health Information Consent Form 
 

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. 

1. The patient understands and agrees to allow this chiropractic office to use their Patient Health Information (PHI) for the 

purpose of treatment, payment, healthcare operations and coordination of care. For an example; the patient agrees to allow 

this chiropractic office to submit requested PHI to the Health Insurance Company (or companies) provided to us by the patient 

for the purpose of payment. Be assured that this office will limit the release of all PHI to the minimum needed for what the 

insurance companies require for payment. 

2. The patient has the right to examine and obtain a copy of his or her own health 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 

the PHI. Our office is not obligated to agree to those restrictions. 

3. A patient's written consent need only be obtained one time for all subsequent care given in this office. 

4. The patient may provide a written request to revoke consent at any time during care. This would not affect 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. For your security and right to privacy, all staff have 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. 

6. Patients have the right to file a formal complaint with our Privacy Official about any possible violations of these policies and 

procedures. 

7. 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 agree to allow Opp Family Chiropractic to leave voice messages on my phone containing personal information. 

▢ Yes ▢ No 

Check all phone numbers that apply:     

▢ Cell Phone   ▢  Home Phone   ▢ Work Phone    ▢ Other: _____________________ 

I agree to allow Opp Family Chiropractic to send me emails containing personal information. 

▢ Yes ▢ No 

I have read and understand how my Patient Health Information will be used and I agree to these policies and procedures. 

 

 

Printed Name:____________________________________ Signature:____________________________________    

 

 

 

Date:________________________________Relationship to Patient (if under age 18):________________________   

 

 

 

Patient Name:_____________________________________Patient D.O.B.:________________________________ 
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Chiropractic Informed Consent 
 

Chiropractic treatment or management of conditions almost always includes the chiropractic adjustment, a specific type of 

joint manipulation. Like most health care procedures, the chiropractic adjustment carries with it some risks. Unlike many 

such procedures, the serious risks associated with the chiropractic adjustment are extremely rare.  

Following are the known risks: 

 

Temporary soreness or increased symptoms or pain It is not uncommon for patients to experience temporary 

soreness or increased symptoms or pain after the first few treatments.  

 

Dizziness, nausea, flushing  These symptoms are relatively rare. It is important to notify the chiropractor if you 

experience these symptoms during or after your care.  

 

Fractures When patients have underlying conditions that weaken bones, like osteoporosis, they may be susceptible to 

fracture. It is important to notify your chiropractor if you have been diagnosed with a bone weakening disease or condition. 

If your chiropractor detects any such condition while you are under care, you will be informed and your treatment plan will 

be modified to minimize risk of fracture.  

 

Disk herniation or prolapse Spinal disc conditions like bulges or herniations may worsen even with chiropractic care. It 

is important to notify your chiropractor if symptoms change or worsen.  

 

Stroke A certain extremely rare type of stroke has been associated with chiropractic care. Although there is an 

association between this type of stroke and chiropractic visits, there is also an association between this type of stroke in 

primary care medical visits. According to the most recent research, there is no evidence of excess risk of stroke 

associated with chiropractic care. The increased occurrence of this type of stroke associated with both chiropractic and 

medical visits is likely explained by patients with neck pain and headache consulting both doctors of chiropractic and 

primary care medical doctors before or during their stroke.  

 

Other Risks associated with chiropractic treatment include rare burns from physiotherapy devices that produce heat. 

 

Bruising Instrument assisted soft tissue manipulation may result in temporary soreness or bruising.  

 

I understand that the practice of chiropractic, like the practice of healing arts, is not an exact science, and I acknowledge 

that no guarantee can be given as to the results or outcome of my care.  

 

I hereby give my consent to the performance of diagnostic tests and procedures and chiropractic treatment or 

management of my condition(s). 

 

I understand that the treatment I receive at this clinic may be performed by advanced chiropractic interns under the 

supervision of a licensed Doctor of Chiropractic. I also understand that this is a teaching clinic and that student observers 

may be present during treatment 

 
 

Patient Please Review - Print and Sign Name 

I have read or had read to me this informed consent document. I have discussed or been given the opportunity to 

discuss any questions or concerns with my chiropractor and have had these answered to my satisfaction prior to 

my signing this informed consent document. I have made my decision voluntarily and freely.  

 

 

Patient’s Name (Print)____________________________________ Date of Birth ___________________________ 

 

 

Patient or Guardian Signature _______________________________________ Date ________________________ 


