INFORMED CONSENT FOR CHIROPRACTIC TREATMENTS AND CARE

| hereby request and consent to the performance of chiropractic adjustments and any other chiropractic procedures,
including examination tests, diagnostic x-ray(s) and physical therapy techniques, on me (or on the patient named below, for
which | am legally responsible) which are recommended by the doctor of chiropractic named below and/or other licensed
doctors of chiropractic who now or in the future render treatment to me while employed by, working for or associated with, or
serving as back-up for the doctor of chiropractic named below.

| understand that, as with any health care procedure, there are certain complications which may arise during a chiro-
practic adjustment. Those complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain,
Horner’s syndrome, diaphragmatic paralysis, cervical myelopathy and costovertebral strains and separations. Some types
of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or contributing to serious
complications including stroke. | do not expect the doctor to be able to anticipate all risks and complications and | wish to rely
on the doctor to exercise judgement during the course of the procedure(s) which the doctor feels at the time, based upon the
facts then known, are in my best interest.

1 have had an opportunity to discuss with the doctor named below and/or with office personnel the nature, purpose and
risks of chiropractic adjustments and other recommended procedures and have had my questions answered to my satisfac-
tion. | understand that the resuits are not guaranteed.

thaveread( )orhavehadreadtome( ) the above explanation of the chiropractic adjustment and related treatment.
By signing below I state that | have weighed the risks involved in undergoing treatment and have myself decided that it is in
my best interest to undergo the chiropractic treatment recommended. Having been informed of the risks, | hereby give my
consent to that treatment. | intend this consent form to cover the entire course of treatment for my present condition and for
any future condition(s) for which | seek treatment.

Patient’s Name Signature of Patient
PLEASE PRINT
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Patient Name Name of Representative
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Name of Clinic or Office
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2. PIN #

PLEASE PRINT
3. PIN #

PLEASE PRINT
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PERMISO PARA TRATAMIENTOS Y CUIDADO QUIROPRACTICO

Por medio de esto solicito y doy concentimiento para que mi doctor quiropractico (nombrado abajo), otro doctor
quiropractico recomendado por mi doctor, cualquier quiropractico que este sirviendo como asistente o trabaje para el ahora
o en el futuro me puedan tratar a mi y/o (al paciente nombrado abajo por el cual yo soy responsable legaimente) con
ajustamientos quiropracticos que incluyan examenes, radiografias (Rayos-X) y tecnicas de terapia fisica.

Entiendo que como con cualquier procedimiento de cuidado de salud, se pueden presentar ciertas complicaciones
durante un a justamiento quiropractico. Esas complicaciones incluyen pero no estan limitadas a: fracturas, lesiones de un
disco intervertebral, dislocacion, tension muscular, sindrome pupilar, paralisis diafragmatico, deficiencia del sistema cervi-
cal, tension en el costado-vertebras y separaciones. Algunos tipos de manipulacion del cuello se han asociado con lesiones
de las arterias conduciendo o contribuyendo a serias complicaciones, incluso a un ataque. No espero que el doctor pueda
anticipar todos los riesgos y complicaciones por lo tanto confio en su juicio durante el transcurso del procedimiento que el
doctor disponga para mi mejor interes.

He tenido la oportunidad de discutir con el doctor nombrado abajo o con el personal de la oficina el objetivo, propositoy
riesgos de los ajustamientos quiropracticos y de otros procedimientos recomendados y he han contestado todas mis pre-
guntas a mi satisfaccion. Entiendo que los resultados no son garantizados.

He leido ( ) o se me ha leido ( ) la explicacion anterior de los ajustes quiropracticos y tratamiento relacionado. Al
firmar yo declaro que he tomado todos los riesgos envueltos en el tratamiento y he decidido que me es conveniente recibir
el tratamiento quiropractico recomendado. Estando informado(a) de todos los riesgos con esto doy concentimiento para
este tratamiento. Espero que esta forma de concentimiento cubra todo el tratamiento para mi condicion actual o para
cualquier condicion futura para la cual pida tratamiento. '

Nombre del Paciente Firma del paciente
LETRA IMPRENTA

Fecha Firmada Testigo a ia firma del paciente
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Fecha firmada Firma del representante
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Traducida por Fecha
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