
 
Chiropractic Consent Form 

HIPAA  

The undersigned does hereby acknowledge that he/she has received a copy of this office’s Notice of 
Privacy Practices Pursuant to HIPAA and has been advised that a full copy of this office’s HIPAA 
Compliance Manual is available upon request.  

The undersigned does hereby consent to the use of his/her health information in a manner consistent 
with the Notice of Privacy Practices Pursuant to HIPAA, the HIPAA Compliance Manual, State law and 
Federal Law.  

INFORMED CONSENT 

I hereby request and consent to the performance of chiropractic examinations, adjustments, and any 
other associated procedures on me by 
____________________________________________________________________________.  

I understand that the treatment I receive at this clinic may be performed by licensed Doctor of 
Chiropractic. 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.  

Disc 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 and 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 all 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 do not expect the doctor to be able to anticipate all risks and complications, and I wish to rely upon the 
doctor to exercise judgement during the procedure(s) which the doctor feels at the time, based upon the 
facts then known, that are in my best interest.  

I have had an opportunity to discuss the nature, purpose, and risks of chiropractic care and other 
recommended procedures. I have had my questions answered to my satisfaction. I also understand that 
specific results are not guaranteed.  

If there is any dispute about my care, I agree to a resolution by binding arbitration according to the 
American Arbitration Association guidelines. I have read (or have had read to me) the above explanation 
of the chiropractic treatments. I state that I have been informed and weighed the risks involved in 
chiropractic treatment at this health care office. I have decided that it is in my best interest to receive 
chiropractic treatment. I hereby give my written and verbal consent to that treatment. I intend for this 
consent to cover the entire course of treatment for my present condition(s) and for any future condition(s) 
for which I seek treatment.  

Payment 

I understand that Aayan Chiropractic and Wellness Center does not accept insurance and I am fully 
responsible for any charges or fees on each visit at the office.  

I attest that the information on this form, and those preceding, is true and accurate to the best of my 
knowledge.  

 

 Printed Name of Patient  

________________________________________________________________________________________________________ 

Signature of Patient Date  

________________________________________________________________________________________________________ 

Signature of Representative (if patient is a minor or has disability) Date  



 

 


