Informed Consent For Treatment

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic
procedures, to include, but not limited to, various modes of physical therapy, diagnostic x-rays and spinal
decompression, on me (or on the patient named below, for whom I am legally responsible) by the doctor of
chiropractic named below and/or other licensed doctors of chiropractic who now or in the future treat me
while employed by, working, or associated with, or serving as back-up for the chiropractor named below,
including those working at the clinic or office listed below or any other office or clinic associated with the
following clinic: Ross Chiropractic Clinic.

I have had an opportunity to discuss with the doctor of chiropractic named below the nature and purpose of
chiropractic adjustments and other procedures. | understand that results are not guaranteed.

I understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are
some risks to treatment including, but not limited to, fractures, disc injuries, strokes, dislocations and
sprains. | do not expect the doctor to be able to anticipate and explain all risks and complications, and |
wish to rely on the doctor to exercise judgement during the course of the procedure which the doctor feels
at the time, based upon the facts then known, and is in my best interest. Alternative treatments may
include: medication, surgery, or Physical Therapy procedures. As with any of these alternative procedures
there are risks. If no treatment is sought, your condition could get worse, remain the same, or improve.

I have read, or have had read to me, the above consent. | have also had an opportunity to ask questions
about its content, and by signing below I agree to the above named procedures. | intend this consent form
to cover the entire course of treatment for my present condition. Any new condition other than what | am
being treated for will be explained to me and a new consent will be signed.

To be completed by patient’s representative,
Patient’s Signature Date if patient is a minor or is physically or
mentally incapacitated.

Doctor’s Signature Date Name of Patient

Signature of Patient’s Representative

Diagnosis

Relationship to Patient

NOTE: Some states allow minors to sign Informed Consents if they are married. Check your state law to
see if applicable.




Assignment of Benefits

I authorize the release of any medical or other information necessary to process my
claims. 1 also request payment of government benefits either to myself or to the party
who accepts assignments below, provided by Ross Chiropractic Clinic.

I authorize payment of medical benefits to the undersigned physician or supplier for the
appropriate medical services. The undersigned patient hereby assigns the rights and
benefits of insurance under applicable Insurance Policy for any
services and or charges.

PLEASE REMEMBER THAT INSURANCE IS CONSIDERED A METHOD OF
REIMBURSING THE PATIENT for fees paid to the doctor and is not a substitute for
payment. Some companies pay fixed allowances for certain procedures and others pay a
percentage of the charge. It is your responsibility to pay any deductible amount, co-
insurance, or any other balance not paid for by your insurance company.

This assignment will remain in effect until revoked by me in writing. A photocopy of
this assignment is to be considered as valid as an original. | understand that | am
financially responsible for all charges whether or not paid by said insurance.

Patient Signature Date



