Erickson Clinic of Chiropractic
Informed Consent to Chiropractic Treatment

Please read this entire document prior to sigrtindt is important that you understand the infotiora contained in this document.
Please ask questions before you sign if thereyithang that is unclear.

The Nature of the chiropractic adjustment.
The primary treatment | use as a Doctor of Chiroficas spinal manipulative therapy. | will usathprocedure to treat
you. | may use my hands or a mechanical instrumpoih your body in such a way as to move your goifthat may
cause an audible “pop” or “click”, much as you hax@erienced when you “crack” your knuckles. Yoayrfeel a sense
of movement.

Analysis/ Examination / Treatment
As a part of the analysis, examination, and treatm@u are consenting to the following procedures:

« spinal manipulative therapy * palpation

« range of motion testing « orthopedic testing

» muscle strength testing « postural analysis

« ultrasound « hot/cold therapy

« radiographic studies « basic neurologicdines

* vital signs « electrical muscle stimulation
* other

The material risksinherent in chiropractic adjustment.

As with any healthcare procedure, there are cecminplications which may arise during chiropraatignipulation and
therapy. These complications include but areinaitdd to: fractures, disc injuries, dislocationgjscle strain, cervical
myelopathy, costovertebral strains and separatamspurns. Some types of manipulation of the resle been associ-
ated with injuries to the arteries in the neck legdo or contributing to serious complicationsluging stroke. Some pa-
tients will feel some stiffness and soreness faltmuthe first few days of treatment. | will makeeey reasonable effort
during the examination to screen for contraindaaito care; however, if you have a condition tinatild otherwise not
come to my attention, it is your responsibilityindorm me.

The probability of those risks occurring.
Fractures are rare occurrences and generally fesoitsome underlying weakness of the bone whitltekk for during the
taking of your history and during examination andhy. Stroke has been the subject of tremend@agyctement. The
incidences of stroke are exceedingly rare and stimated to occur between one in one million anel iorfive million cer-
vical adjustments. The other complications are gknerally described as rare.

The availability and nature of other treatment options.
Other treatment options for your condition mayluae:
« Self-administered, over-the-counter analgeaitsrest
» Medical care and prescription drugs such aisiafthmmatory, muscle relaxants
and pain-killers
* Hospitalization
e Surgery
If you choose to use one of the above noted “dtieatment” options, you should be aware that theeerisks and benefits
of such options and you may wish to discuss thedeywur primary medical physician.

Therisksand danger s attendant to remaining untreated.
Remaining untreated may allow the formation of ailtres and reduce mobility which may set up a paaction further
reducing mobility. Over time this process may ctiogte treatment making it more difficult and leffective the longer it
is postponed.

Erickson Clinic of Chiropractic
I nformed Consent to Chiropractic Treatment

| hereby request and consent to the performanchiadpractic adjustments, and other chiropractacpdures including various
modes of physical therapy, and if necessary, disiim&-rays on me (or on the patient named belowpwhom | am legally respon-



sible: )
by Dr. Rick Erickson and/or anyone working in tbffice authorized by Dr. Erickson.

| further understand that such chiropractic ses/itay be performed by Dr. Rick Erickson and/or oticensed
Doctors of Chiropractic who may treat me now othie future at this office. | have had an oppotiuto discuss
with Dr. Erickson and/or with other office of clapersonnel the nature and purpose of chiropradiigstments
and other procedures. | understand that reswdta@rguaranteed.

| understand and am informed that, as in the practf medicine and all healthcare, the practicehabpractic
carries some risks to treatment; including, butlimoited to: fractures, disc injuries, strokes (&\Wislocations,
costovertebral strains/sprains and burns. | deerpéct the physician to be able to anticipateexpdain all risks
and complications. Further, | wish to rely on gigy/sician to exercise judgment during the coursh®fproce-
dure which the doctor feels are in my best intarasthe time, based upon the facts then known.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THEABOVE.

| have read, or have had read to me, the abovenbnshave also had an opportunity to ask questabout its
contents, and by signing below, | agree to thettmeat recommended by my doctor. | intend this eah$orm to
cover the entire course of treatment for my presentlition(s) and for any condition(s) for whickdek treatment
at this facility.

To be completed by the patient: To be completed by the patient’s
representative, if necessary, (e.qg. if
the patient is a minor or is physically
or mentally incapacitated)

Print Patient’'s Name Print Name of Patient

Date
Print Name of Representative

Signature of Patient Signature of Represergativ

Verbal review/discussion with patient and patiestbalizes consent

Staff doctor
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